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President's Address.

The President, Dr. G. Hudson-Makuen of Philadelphia, took
a~ his subject:

The Psychology of Diseases of the Respiratory Tract.

While the specialty of laryngology is dependent upon all the
various specialties in medicine, its future progress and devel
opment depends chiefly upon a knowledge of psychology and
its related branch, neurology.

Psychotherapy has been practiced after a fashion since the
beginning of the history of medicine, but it has not kept pace
with the other forms, the chief reason for this being that the
successful practice of psychotherapy requires on the part of the
practitioner the profoundest knowledge of both medicine and
man, and especially man. Few physicians are mentally and
temperamentally capable of practicing psychotherapy, and the
improved curricula of the schools do not supply the rising gen
eration of specialists with the assistance which they should
have.

Since many of the diseases of the respiratory tract are purely
f)1nctional and of psychic origin, the laryngologist should be
able to distinguish between those of his patients who are
psychopaths and neuropaths and those who are suffering from
actual organic diseases. He should realize that to treat a
purely psychic, case by physic measures is not only useless but
in many instances absolutely harmful, and to operate merely
for the psychic effect of the operation is exceedingly question
able surgery.
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Psychotherapy in the form of education and reeducation
should always be u£ed, in addition to the necessary medical
and surgical measures, for the relief of disturbed respiratory,
phonatory and articulatory functions. It is not enough to do
operations for the correction of disturbed functions without
at the same time or immediately thereafter doing something
in an. educational way to correct the faulty habits which ac
company, either as cause or result, the conditions that we are
seeking to modify or cure. An example of the psychophysic
habits that arise owing to functional disturbances due to or
ganic lesions is found in the speech of the patient having a
cleft palate. When this characteristic speech has developed,
no amount of adequacy or efficiency of the palate brought
about by operative measures can in itself appreciably change
or improve the speech, because the individual accepts his old
speech as normal speech.

This principle obtains in all our operations upon the respira
tory tract, the object of which i~ to correct faulty function
ation. Its value is apparent in dealing with disorders of speech,
the treatment of which differs not from other disorders of the
respiratory tract. Formerly, distinguished surgeons operated
not alone upon diseases and abnormal structures, but also upon
perfectly normal structures, not hesitating to remove cross sec
tions of the tongue and epiglottis, in the hope of curing stam
mering. To us of the present day this is absurd, for we know
that stammering in the great majority of instances is of psychic
and not of physic origin, and to cure the affection psycho
therapy is quite as important as physicotherapy. What is
true of stammering is also true of the other forms of ddects
of speech.

As the medical profession has been slow in recognizing that
stammering and other defects of speech are largely of ,psycho
pathic origin and require for their cure psychotherapeutic
measures, so have we been slow in recognizing that many
forms of asthma, sore throat, and difficult nasal breathing are
of similar origin and require similar treatment.

In no specialty of medicine is the importance of these mat
ters so apparent as in our own, for in no specialty is the psychic
element so great a factor in the causation not only of func
tional but of organic disorders as well. In this connection

 at CARLETON UNIV on June 30, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


288 AM~RICAN LARYNGOLOGICAL ASSOCIATION.

it must not be overlooked that faulty methods of breathing,
vocalization, and articulation, although at first of psychic ori
gin, frequently result in organic diseases which cannot be dif
ferentiated from diseases having purely physical bases.

A study of the psychobiologic phenomena as they appear
in a given individual is merely a study of his reactions to his
environment; or, in other words, a study of what has been
called his mentation, behavior, and personality.

The new psychology, therefore, teaches us not merely how
to treat diseases of special organs, but it teaches us how to
treat the patient himself or the reactions of the patient to these
particular diseases. A knowledge of this psychology will
broaden the scope of our work, and it will tend to make a
medical education absolutely necessary to those desiring to
practice the various forms of the healing art; but so long as
physicians generally disregard this fact, SO long shall we have
nonmedical practitioners, such as Christian scientists, osteo
paths, hydropaths,and all the others of their kind, actually
invading our field of operation.

On the Relation of Diseases of the Accessory Sinuses to Diseases
of the Eye, Especially in Children, With a Report of Two Cases.

By J. H. BRYAN, M. D.,

WASHINGTON, D. C.

Diseases of the sinuses occurring in children have been only
slightly considered, for the reason that these cavities in the
very young are supposed to be so small that there could not be
an inflammation sufficiently severe to cause any serious dis
turbance of the eye.

That these premises are entirely wrong is evidenced by the
report of the following cases:

Case I.-A male, aged eighteen months, had a very marked
exophthalmos on the left side following an infection from
influenza.

On admission to hospital his temperature was one hundred
and four degrees, some secretion flowing from the left nostril,
marked bulging of the left eye downward and outward, lids
and conjunctiv~were edematous, and the periauricular glands
'vere enlarged.
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Seen by the speaker in consultation, the diagnosis of orbital
abscess resulting from an infection through the ethmoid cells
was made.

The radical operation was then done, the incision commenc
ing at the junction of the middle and outer third of the supra
orbital ridge, and was carried inward and downward along
the inner border of the nose below its middle. The periosteum
along the inner wall and the corresponding parts of the roof
of the orbit was stripped from the bone, and in doing so a
large quantity of pus was evacuated. The whole of the inner
wall of the orbit was removed back as far as the sphenoid.
The ethmoid cells were found to be badly diseased, especially
the middle and posterior portion, and from the condition found
it was apparent the orbital abscess resulted from a direct in
fection from the middle and posterior ethmoid cells. The
amount of pus evacuated was enormous, when we take into
consideration the age of the child and the stage of develop
ment of these parts at this age. The abscess having been
thoroughly evacuated, a strip of iodoform gauze was placed
in the orbit back of the eye and brought out through the nose,
and a small gauze drain was placed just inside of the inner
canthus, and the external wound closed by interrupted sutures.

The child made an uninterrupted and quick recovery, the
eye gradually receding soon assumed its normal position. This
is the youngest patient the speaker had ever seen with such
diseased conditions.

Case 2.-Negro boy, aged eleven years, had bulging of the
left eye to a marked degree downward and outward. An ab
sence of pus anywhere within the nose and no signs of caries
or necrosis. ,

X-ray examination showed no abnormality except that the
left orbital cavity was apparently filled with a dense mass
which seemed confined to the orbit.

Because of all these negative examinations it was believed
that there was a growth in the orbit back of the ey~.

An exploration of the orbit showed that at the junction of
the middle and posterior portion there was a decided bulging
of the ethmoid toward the orbit. With a probe the cells were
perforated, and a large quantity of pus was evacuated. The
whole of the inner wall of the orbit, including all the ethmoid
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cells, were removed as far back as the sphenoid, and in doing
so a large abscess involving the posterior ethmoid cells and
the sphenoidal sinus was found. The sphenoidal cavity was
unusually developed and filled with thick, creamy pus. All
diseased bone and purulent secretion having been thoroughly
removed, an iodoform gauze packing was placed in the sphe
noid and ethmoid regions, one end being brought out through
the nose and the external wound closed by interrupted sutures.
At the end of the second day the gauze drain was removed
and the nose gently irrigated with a saturated solution of
boracic acid.

The patient made a quick recovocy, the eye gradually reced
ing within the orbit, and at the end of the ninth day he was dis
charged from the hospital.

Case 3.-Male, aged thirty-six years, had thrombosis of the
cavernous sinuses. Under ether anesthesia he removed the mid
dle turbinals and opened both sphenoidal sinuses, finding some
mucopurulent secretion in both cavities. Examination of the
secretion taken from the sphenoidal sinuses showed both strep
tococci and staphylococci present. A lumbar puncture showed
the spinal fluid under great pressure, filled with pus cells,
roughly estimated, at 40,000 per millimeter. Polymorphonu
clear leucocytes predominated. The condition of the patient
grew rapidly worse and he died.

Postmortem Examination.-The head only examined, showed
all the sinuses contained dark and semifluid blood; small
hemorrhages on the right half of the cribriform plate of the
eth,moid bone. Vessels of the pia mater generally engorged,
the basilar surface of the brain showed fibrin and a purulent
exudate under the pia, especially on the insula and adjacent
opercula. A microscopic examination showed the vessels of
the brain engorged. Beneath the membrane was a thin layer
of brown material intimately adherent to the brain substance
beneath. On section the brain substance showed brownish
points near the surface, the brown exudate under the mem
brane showed fibrin, red blood cells and mono- and polymor
phonuclear round cells.

DISCUSSION.

DR. LEWIS A. COFFIN, New York City: Dr. Bryan's ex
perience is unique, I think, in the extreme youth of his first
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patient-eighteen month~ old. My younge;;t patient was six
years old.

I have reported a case before this society in Boston, a case
of thrombosis sinus cavernosus, upon which 1 had operated.
That, case has been very instructive to me. I think we lose
sight of the fact that these ethmoidal veins for the most part
empty into the ophthalmic veins. Now, if we know anything
at all about a thrombus and its cause, where is there a more
favored place for it to develop?

Then there is another thing-when we operate those cases,
they bleed very profusely. Why other cases do not bleed the
way they do, I cannot tell. I am reminded of the case of a
girl who was absolutely blind in one eye four weeks, with a
choked disc. I did a radical operation on her, and it was
absolutely impossible for the man with me to sponge it so
that I could see from the field of operation. I have had sev
eral of those ca~es of serious bleeding, just the same as if
you put a stricture around the leg.

To return to that case of cavernous sinus which was so
interesting and instructive to mc. Dr. Coakley saw that pa
tient in consultation with me, and we both felt acute sphe"
noidal sinuitis was present. Another consultant said: "We
think you have probably saved her life by the great bleeding."

What I am going to do now widi these cases is to give treat
ment in the shape of great big doses of lemons and lemonade.

I recall one case which was referred to me in which I really
could not make out much sinus trouble, aiild I told the eye man
to put her on big doses of lemonade and keep her on it, and
the eyes cleared up. Of course, the whole thing is to reduce
the coagulability of the blood. Finally, we must work out the
relationships of this circulation.

DR. CORNEI.IUS G. COAKLEY, New York City: I saw a child
two years of age, a robust child, with a swelling around the
left orbit, exophthalmos, protrusion of the conjunctiva and
swelling down on the face, with a serosanguinous discharge
from the left nostril. Bacteriologic examination of nasal dis
charge showed streptococci; the variety, however, was not
worked out. Child had an acute nephritis with a marked
amount of albumin and casts-hyalin, granular and epithe
lial. There was also an endocarditis of sudden onset; the
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abdomen was also swollen. It looked very much as though it
was only a question of time before the child would die, and we
all thought it best to try and open up the cheek. Following
that the stools had a large quantity of bloody, purulent dis
charge, and of course the prognosis was extremely bad, for
it looked like a general infection. A blood culture was taken
and the following morning was reported upon as being very
markedly pO!iitive. A blood transfusion was done from the
father to the child. I expected to hear of the death of the
child within three or four days, and two weeks later I heard
the child was perfectly well. I think the point is most valuable
in the treatment of these cases. On account of the general
condition, I advised against sewing upof the orbit.

Some time previous to that, I saw a child of five years in
consultation. This condition followed one of the exanthemata.
That child was later operated upon.

I also saw a case last winter of cavernous sinus thrombosis,
one most interesting as to the source of infection. The patient
was a man who had not been feeling particularly well, and a
diagnosis of carious teeth and abscess of a tooth was made.
He went to the dentist with that diagnosis. This was not the
diagnosis of his own dentist, but had been made by another
dentist, and the diagnosis was disputed. Fortunately, the
dentist who made the diagnosis had taken radiographs of the
teeth and sinuses, and I was much surprised at the good radio
graph he obtained of the sinuses. This was a week before I
saw him. The frontal sinuses, ethmoid, sphenoid and antrum
appeared perfectly normal. He showed me what he called an
abscess, which may have developed a swelling around the orbit
and along the eye on the opposite side from where a molar
tooth of the left upper jaw had been removed. The swelling
first began in the right eye. We put a hole in the antrum and
drained it and a few days afterwards the opening was prac
tically dry.

I saw the patient of whom Dr. ·Coffin spoke. I thinK we
have two types of cavernous sinus thrombosis-the type that
is infected, and the type that is inflammatory. If you get an
infected cavernous sinus thrombosis; you are bound to have it
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end fatally; but if you get one in which the organism is very
mild, why there is a possibility of recovery.

DR. HANAU W. LOEB, St. Louis: I would like to make a
suggestion with regard to the statement made by Dr. Coffin
as to our lack of knowledge of the venous relationship. We
might of course learn the names of each trunk, but I think we
would find that we would not be any better off. But we do
know there is a very abundant venous distribution in this re
gion, and having that abundant venous distribution, we nat
urally have results of infection in the neighborhood, and that
undoubtedly accounts for the majority of infective conditions
in the orbit coming from the nose. However, there is such a
thing as a condition resulting from mere nearness to an acute
inflammatory condition. For instance, we know that acute
edema results in the larynx from inflammation in the neigh
borhood. A year ago I reported a case before this society in
which blindness had resulted from an acute ethmoiditis, and
the blindness disappeared within a week after operation upon
the ethmoid. At that time, too, I called attention to an obser":
vation made from studies in the neighborhood of this region,
that when the posterior ethmoidal cells replace the sphe
noid, the optic nerve, instead of being at a considerable dis
tance from the ethmoid, runs along the lateral wall of the pos
terior ethmoid cells. This so happened in three out of thirty
cases I had examined. Now, there is a further observation
which I might make, that when we do have a condition of acute
inflammation of the optic nerve, it is because the posterior
ethmoidal cells have replaced the sphenoid, and the nerve,
instead of running at some distance from the sinus, runs right
along from the lateral wall.

DR. BRYAN (closing the discussion) had nothing to add.

Sore Throat Clinically Considered.

By SAMUEL JOHNSTON, M. D.,

BALTIMORE.

In the clinical study of "sore throat" we should scan the
physiognomy of the patient, mark welrany changes in the voice
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tones, and note the .odor of the breath before entering into a
more detailed examination of the caile.

Among the conditions causing changes of the voice may be
mentioned paralysis of the soft palate, defections in the con
fermation of the palatine arch, swollen tonsils, benign and ma
lignant growth in the nasopharynx, laryngeal inflammations,
paralyses, and so forth.

The odor of the breath may call attention to such condi
tions ail uremic poisoning, pulmonary gangrene, ozena, necro
sis of the nasal bones, and so forth. The need of careful in
spection of the lips, gums, teeth, tongue, palate, pharynx, naso
pharynx, lingual tonsils, epiglottis and larynx is emphasized.

In examining the nasopharynx an ulcer, usually of an in
fectious nature, is found here when least suspected, and in
infectious diseases sore throat is by no means uncommon.

The writer's experience has proven that diseases of these
regions differ in no way from similar pathologic changes in
other parts of the body, and should receive the same thera

. peutic and surgical treatment.
Conservative and mild measures, however, should be the rule

and guidance.
DISCUSSION.

DR. LEWIS A. COFFIN J New York City: As we grow older
I think we all get to such a position where we feel that per
haps as younger men we interfered too much \'lith the archi
tecture of the upper air passages.

The Diagnosis and Management of Vasomotor Disturbances of the
Upper Air Passages.

By J. L. GOODALE, M. D.,

BOSTON.

In a large. proportion of vasomotor diseases of the upper
air passages the disturbances are dependent upon the entrance
of a foreign proteid into the system. The method of entrance
may be through contact of the proteid in question with the
mucous membranes of the respiratory or of the gastrointestinal
tract, by inhalation or ingestion, respectively. Foreign pro
teids may perhaps also develop in or upon these mucous mem-
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branes through autolysis of pathogenic or saphrophytic bac
teria. The application of the skin test to these conditions is of
diagnostic value when employed with a recognition of the
phylogenet\c relationships of animals and plants as determined
by studies in setobiology.

Proteid material for testing should be prepared both from
the keratin and sera of domestic animals, from the pollen of
the chief causes of hay fever, and from the various articles of
food which enter commonly into the diet. Bacterial proteids
derived from the various invaders of the respiratory tract
should be available, either in solution or in the soluble form.

When the skin reactions to the various classes of proteids
have been determined, the management of cases will depend
largely upon the relative preponderance of the !ocal reactionsin
relation to the clinical history. If the cause is found to be
seasonal, as in hay fever, immunizing treatment by injection
of pollen extracts is likely to prove of service. The sensitiza
tion returns during the following winter, and treatment must
probably be repeated annually. If the cause is perennial and
is due to inhalation of foreign proteids, it is wiser to avoid the
cause rather than to seek to effect a cure by immunization. 1£
the disturbing proteid enters into the ordinary articles of diet,
a tolerance may be gradually established by feeding the sub
stance in progressively increasing doses. Disturbances of bac
terial origin have not yet been sufficiently studied to enable the
formulation of a definite plan of treatment, but the results' of
these investigations confirm our present methods of treatment,
and emphasize the importance of draining regions which can
retain the products of bacterial activity. Septic foci Should
be removed. Vaccin therapy is likely in such anaphylactic
cases to be more accurately guided than in the ordinary indi
vidual.

DISCUSSION.

DR. JOHN F. BARNHILL, Indianapolis: I would just like to
ask one question with regard to whether the matter has been
brought down to a working basis. For instance, if a patient
comes to Dr. Goodale, what plan does he adopt for determin
ing what the ~ensitization may be? Has he come to any con
clusions?

DR. ROBERT LEVY, Denver : We were very much stimulated
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by Dr. Goodale's work last year. I should like to ask him two
questions. First, what is his mode of procedure when we have
a multiplicity of sensitizations? I would like to have that more
at length. And secondly, having determined for a certain in
dividual his sensitizations to a number of proteids or inhala
tions (I have particular reference to inhalations), what method
does he proceed with in the treatment of these individuals?

DR. HANAU W. LOEB, St. Louis: I would like to ask Dr.
Goodale to tell us if lactate of calcium and calcium chlorid
salts have, in his experience, had the effect of reducing the
sensitization.

DR. J. L. GoODALE, Boston (closing the discussion): If I
had read the whole of my paper, all of these questions would
have been answered. Answering the first, as to how we pro
ceed, r think the best plan is this: See whether the symptoms
are present throughout the year, or whether they come at a.
definite time. If seasonal, they are probably due to some
thing in the air; most commonly, of course, pollen. If they
may occur at any time during the year, we inquire as to
whether they stand in relation to colds or conditions of acute
infection of the bronchial tubes. If you see the individual is
entirely well throughout the summer and winter, and once in
the fall or spring has a severe cold and develops asthma, we
can, under those circumstances, rule out cases of foods that
he takes into the stomach, and also rule out the question of
animals; consequently,' it is one of these other products. On
the other hand, it may not be fully a seasonal infection in
that it may come in November or January, or at whatever
time it may be, and in that case I should proceed to investigate
with special reference to bacterial proteids, and look for those
organisms that we know may invade the mucous membranes
of the upper air-tract. Now, if the symptoms are throughout
the year, without much influence from season or travel, or va
rious modifying circumstances, I should look for asthmatic
animals-especially in the case of children-cats and dogs.
Children don't know cats or dogs trouble them, but they may
have asthma entirely due to that. I have a recent letter from
a man whose daughter had been the victim of asthma when
four or five years old, who looked like a little old woman. It
was really pathetic. I found it was due to nothing but the cat, .
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and we kept the cat away. The little child has now resumed
the bloom of youth and the parents are very greatly gratified.

That is the manner in which you proceed. You bring the
season, the occurrence, the incidence and mode of development
of the symptoms into relation with the patients, and that sim
plifies it very much indeed. The use of lactate of calcium and
the chlorid has made no material difference.

Angioma of the Larynx.

BY EMIL MAYER, M. D.,

NEW YORK CITY.

This affection is of very rare occurrence, the writer having
found only forty recorded cases in the world's literature.

He presented the history of a woman, aged fifty-two years,
who had a history of previous attacks of laryngitis with hemop
tysis, and who had a tumor in the larynx on the left side, ex
tending from the left false cord and covering the true cord on
that side.

The diagnosis of cancer of the larynx had been made by
laryngologists who had seen her previously.

The patient was admitted to Mount Sinai Hospital, and the
writer asked to report upon her condition, and remove a por
tion of the growth for diagnosis, if necessary.

Owing to the yielding character of the growth, its bluish
tinge, and the history of previous bleeding, the diagnosis was
made of angioma of the larynx by Dr. Mayer. Removal of a
portion for diagnosis was deemed too dangerous, and external
operation was advised. This was subsequently performed by
Dr. C. A. Elsberg.

The growth was removed, the mucous membrane sutured,
and the pathologist reported it to be a hemangioma.

The patient made an uneventful recovery.
The writer concludes that angioma of the larynx is a rare

disease, occurring mostly in adults, the proportion of males to
females being about four to one. It may be mistaken for can
cer. Endolaryngeal removal, even of a portion of the growth,
for diagnosis is fraught with danger, while laryngofissure is
entirely safe and feasible.

 at CARLETON UNIV on June 30, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


298 AMERICAN LARYNGOLOGICAL ASSOCIATION.

DISCUSSION.'

DR. HENRY L. SWAIN, New Haven: If Dr. Mayer wants
another case simply to .bear out what he said about the danger
in these cases, I might mention one in which I attempted to
remove a growth of this kind. We got hemorrhage all right.
If anything further was needed to substantiate the diagnosis,
the microscope did. I have a slide at home showing it to be
true angioma of that type.

I am interested to hear what Dr. Lynch thinks he could do
with such a case by suspension.

DR. ROBERT CLYDE LYNCH, New Orleans: I have never
had an opportunity of seeing one of these cases, and have,
therefore, had no personal experience with them. I think,
however, that if it were possible to get underneath the place,
and if the surface was not too broad and the position properly
localized, it might be possible to do it under suspension. How
ever, that could be decided at the time the case presented
itself.

After ~eeing the illustration of the size and site of this an
gioma, I would not attempt its removal under suspension.

DR. EMIL MAYER, New York City (closing the discussion) :
I merely wish to pass around this illustration showing the
shape and site of the angioma.

Further Progress in the Use of Radium in the Field of Laryngology.

By D. BRYSON DELAVA~, M. D.,

N~w YORK CITY.

Decided advances have been made during the past year in
our knowledge of the application of radium in diseases of the
upper air passages, while the number of the conditions in which
it is found effective is being steadily increased. Several insti
tutions, notably the General Memorial Hospital of New York,
have been fortunate in acquiring amounts of radium large
enough to meet all probable demands; while those administer
ing it are gaining experience in its use and learning how it may
best be u,tilized and controlled.

Uses of Radium.-Closely allied to our department may be
mentioned the success of radium in "vernal catarrh," or that
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form of conjunctivitis which occurs during the spring, and
often, when established, lasts throughout the year. Abbe has
observed ten cases, recurrent for many years, and asserts that
improvement always begins soon after the first. treatment.
Even patients who had been previously treated by the removal
of hypertrophied masses, cauterization, and caustics received
uniform benefit from radium and were ultimately cured.

A second interesting condition in which radium.has no rival
is in the reduction of lymphoid tumor cases, as found in tumors
of the tongue, called hemolymphangioma.

The treatment by radium of papillomata of the larynx, as
with warty growths in general in other parts of the body, is
being attended with ever increasing success.

Leucoplakia of the tongue, Abbe believes, is as capable of
cure by radium within the mouth as is the skin hyperkeratosis.
In the mouth, however, the duration and the method of appli
cation require more judgment and skill to attain good results.
The treatment is associated with transient painful irritation,
but this seems essential to success. Chronic abrasions and fis
sures of the lip are curable by radium.

In the treatment of nevus, excellent results are being ob
tained.

New growths of nonmalignant type are receiving an incre'as
ing amount of attention, with excellent results. Thus, Abbe
has shown a case of myeloid tumor of the lower jaw complete-
ly cured. .

Tumors of the larynx of various kinds have been caused to
disappear, with complete return of the singing voice.

In the field of nasopharyngeal fibroma the use of radium is
most encouraging, particularly so in view of its success in the
treatment of fibromata of the uterus.

Two cases observed by the writer, of sphenoid carcinoma,
are worthy of notice, Both originated in the left side of the
throat, close to the wall of the larynx, probably extralaryngeal.
Both were seen late, long after operation would have been pos
sible. Both patients were men in the early fifties, hitherto in
perfect health, active, vigorous', and of good antecedents.
When first seen, the disease in both had invaded the interior
of the larynx, the left lateral wall of the pharynx, the pyriform
sipus, the tonsil, and the base of the tongue. In both, ulcera-
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tions were present and there was marked aphonia and dys
phagia. Both were treated at the same institution, exposed to
large doses of radium, and in both the results were materially
the same. The first effect locally was an almost immediate
control of the secretions of the throat. From having been
abundant and fetid, they promptly ceased. Following this, the
areas of ulceration rapidly diminished in extent, and in the
less severe of the two cases disappeared, while in the other
case they seemed to do so. The swellings, which had ap
peared over extensive areas of the affected parts, decreased
markedly, and the infiltrated tissues were reduced in size, be
came soft to the touch, and more natural in appearance. Mean
while the voice became clearer and deglutition improved so
that both patients were able to swallow without pain and to
largely increase the variety of their food. The general im
provement was remarkable. Digestion became normal, and
sleep more prolonged and restful. Strength increased steadily,
and there was an almost normal condition of good spirits. One
patient, a physician, was able to resume office practice and oper
ative work for a period of over two months. Both have
agreed that if the further progress of the disease should be
entirely unfavorable, the benefit gained in the relief of suffer
ing and the added comfort afforded would well have repaid
them for any inconvenience which the radium had caused,
whether from burns of the skin or from any other result.

Already results worthy of profound consideration have been
obtained. Far from being discouraged, there is every reason
why persistent and continued effort should be made to finally
solve the existing problems and give to the world a successful
cure.

DISCUSSION.

DR. CORNELIUS G. COAKLEY, New York City: The great
trouble with the use of radium is that one can find little or
nothing to be used as a guide in the dosage of this material.
Dr. Delavan mentions in his paper "the application of a tube
of strong radium for fiften rpinutes." Now, that does not
mean anything to those working in it. I would like to know
the actual amount of that to be a guide to other men.

Another great difficulty with the use of radium is the enor
mous expense of the material. At the present time we are hav-
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ing placed at our disposal by the Crocker Institute about one
hundr.ed grammes of radium, the cost of which is somewhere
over $10,000. We use it on various pathologic conditions.
That is a prohibitive cost for most men in the practice of med
icine, so they never use it.

Our greatest difficulty is that it burns, and it burns very
severely. We have not yet been able to properly screen this
material when placed in the mouth, or in the nose, or naso
pharynx, or on the exterior of the body so as to have it reach
the object of the pathologic process without getting more or
less burning. If you use too little, you do not get enough
action; if too much, you get terrific burns which occur not at
the time; but even months later, as happened in one case
treated by radium at Johns Hopkins. The patient had an
application of radium a year ago last March, and the appear
ance of the burn did not manifest itself until August of last
year. In one of my own cases in which we applied it, a portion
of the nose had been burned off as a result of the action, the
burn coming on six months after the application. The radium
destroyed the growth of the nose, but also almost aU. of the
nose as well. It caused external throm):ms and finally destruc
tion.

Those are some of the things with which we have to con
tend. We know nothing ourselves, and there is very little in
the literature to guide us in escaping those factors.

There is one other point in relation to malignancy. If you
use it you will unquestionably stimulate the action of the
malignant process in the same way as you would if you curette
or cauterize it. If you are going to use radium, you have got
to get it right into the mass and have an amount which the
ordinary practitioner cannot afford to invest in, so that you
get enough of it to do more than merely stimulate the growth.

DR. JACOB H. HARTMAN, Baltimore: There is a case I
would like to report in this connection, a most unusual ex
perience.

In August, 1913, there was a patient, a gentleman, sent to
me by his family physician with an intralaryngeal growth, of
a red, angry color, filling up a large part of the larynx and
interfering with the respiration. I gave him an unfavorable
prognosis and advised him to have another opinion. He was
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taken to Dr. Winslow for consultation, who agreed that the
growth was undoubtedly malignant in character, an inopera
ble cai'?e. On September 4th two small portions were removed
very carefully for pathologic examination. The microscopic
examination was made and the specimen reported malignant.
On September 14th a tracheotomy was performed. On Sep
tember ,21st radium was applied externally for three hours;
I do not know which rays, though I believe the gamma rays
-=-at any rate, the most penetrating. On September 24th ra
dium was again applied for nine hours, and was followed by
most extensive burns all over the neck, and the patient suf
fered intensely. On October 6th there was almost complete
obliteration of the growth, and on October 23rd the patient
was again examined and there was no vestige of the growth
at all, only a slight thickening of the mucous membrane over
the arytenoid space. The larynx is absolutely normal. The
last time I saw him, April 12, 1916, the larynx was thoroughly
clean, and there was no evidence of growth noted at all. The
patient had gained thirty to forty pounds and was remarkably
well and absolutely free from any trouble of this kind.

DR. HARMON SMITH, New York City: About three years
ago a young boy, twelve years of age, who had a large growth,
was sent to the General Memorial Hospital in New York
City, where we now have some of the strongest radium in this
country. At that time the application of radium only increased
the growth, but we had not the strength of radium as we have
<\t present. The boy was sent to me and had the growth re
moved on two different occasions with considerable hemor
rhage, nearly fatal, each time. Injections of ammonium chlorid
and trichloracetic acid failed to hold it in check. The condition
progressed gradually, the boy became anemic, and the growth
extended out into the jaw and filled up the cheek. Some weeks
ago he was sent back to the General Memorial Hospital, where
they applied radium once for a period of three hours. Follow
ing that he had a hemorrhage, and a few days after the hemor
rhage an edema of the larynx set up which necessitated tra
cheotomy, and the boy died as a consequence of it.

o I recall a case of similar character where removal had not
completed the disappearance ~f the growth and it had recurred,
so this young boy, about nineteen years of age, was sent to
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have his application of radium at the same time. He had an
application of strong radium which set up such inflammation
in the cheek and the tissues adjacent to the growth, that for a
space of at least a week the boy was unable to swallow at all.
We had to feed him by rectum and it became a very serious
proposition. So that, in my opinion, we should know more
about the action of radium before applying it indiscriminately.
Yet this radium was in the hands of an expert, and applied at
a hospital where radium is being used experimentally as well
as practically.

I also had three cases of cancer of the larynx which required
tracheotomy, and a tube of radium was inserted to be left as
long as was seen fit. Those cases went on without any appar
ent benefit to death.

DR. JOHN R. \iVINSLOW, Baltimore: It was my privilege to
see the case mentioned by Dr. Hartman from the beginning
until the end. The last time I examined him there was no
evidence of the growth, nor any indication of the site of
attachment of the growth. One who had not seen the case
previously would have been unable to determine whether
there had ever been any pathologic condition in the larynx. Of
course, the case is an absolute cure of a condition which, as
far as my experience and judgment go, would have been an
absolutely incurable and inoperable one.

An interesting thought occurs to me as to what happens to
these growths. I took particular pains to inquire of this
patient whether 'he had had any increased expectoration or
secretion in any way pointing to a breaking down by ulcera
tion, or similar process, and he admitted no such condition.
The growth simply apparently disappears.

DR. CORNELIUS G. COAKLEY, New York City: I would like
to ask, with reference to Dr. Hartman's case, whether the
growth of the larynx was ulcerated, and what was the strength
of radium used.

DR. JOHN R. WINSLOW, Baltimore: We are, however,
greatly handicapped, for while we have practically one of the
largest collections of radium in the country, it belongs to an
incorporated, private institution which is conducted largely on
a commercial basis. The cost of an application of radium is
somewhere in the neighborhood of $100, if not more. That,
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in itself, is almost prohibitive in many cases, so that it can only
be used exceptionally. There is no one who has obtained a
loan of radium, and so far as I know there is no government
institution for this purpose. It seems to me it is a field in
which the government should take a hand and incorporate a
national radium institute for the benefit of the public.

Just before I ca,me away I saw a case of epithelioma of the
nose, completely filling the nose and invading the ethmoid, as
well as causing protuberance of the eyeball, in which I expect,
if possible, to pave t1}e radium applied. It is a case which is
absolutely inoperable. The patient is seventy-nine years of
age, and the tumor myxomatous in appearance, bleeding on
touch. While there has been no opportunity of removing a
specimen for examination, I have no doubt but that it is an
epitheliomatous growth.

Answering Dr. Coakley's question as to whether the growth
in th.e larynx was ulcerated, and the strength of the radium
used in Dr. Hartman's case, there was no ulceration and no
involvement of the glands. I do not know in what strength
the radium was u~ed, but I know it was very strong.

DR. ROBERT CLYDE LYNCH, New Orleans: I have had two
or three experiences with the use of radium. The first case
was that of a patient with sarcoma of the nose, treated two
years ago. I did the first stage of the Caldwell-Luc operation
and put in the radium, unscreened-simply the little capsule
with the glass container which holds the radium into the nose
and antral cavity. This was a fifty-five millimeter tube. The
diagnosis of sarcoma had been made by microscopic examina
tion, and the nose had been blocked up completely. In the
course of four weeks there was free nasal respiration, and an
examination with the Holmes laryngoscope did not reveal any
evidence of the growth at all.

The second case was one of an intrinsic laryngeal growth
in which an extension occurred, necessitating something else
being done. Seventy-five milligrams of radium were applied
externally, fifty on the diseased side and twenty-five on the
opposite side, the radium being screened with brass, then four
rows of sheet lead, then the same thickness of aluminum, then
gauze, and finally a rubber cot. This roll was applied to the
outside of the larynx and left for twelve hours. Two days
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following the application there appeared the most beautiful
sunburn, the larynx was extremely red and the patient com
plained a little. The growth became pale, white and dry; it
gave the appearance through the mirror of being dry. There
was a rest of five days and then a reapplication for eight hours,
accompanied by a recurrence of this burn, though not quite
so much. Then there was a rest of one week and a reapplica
tion for twelve hours. After this there was an apparent re
traction of the growth. The surface remained dry and gave
one the impression as if the deeper tissues of the growth, that
is, the deeper invasion of the growth towards the cartilage,
was becoming less. I have devised an intubation tube for the
intralaryngeal application of radium. In reporting an appli
cation of radium, I think we ought to lay special stress upon
the size of the dose and the length of application.

DR. HENRY L. SWAIN, New Haven: In a case exactly sim
ilar to the one cited by Dr. Winslow, in which he is expecting
to use radium, we used the capsule as mentioned by Dr. Lynch.
In this case we merely put the capsule into the substance of
the growth,and it bled profusely for a little while. The cap
sule was allowed to remain in over night and the patient sent
home in the morning. An external burn resulted from the
application and marked recession of the growth. Dr. Winslow
said he was interested to know what became of these growths.
This was one of those pale, flat growths, and it became
rosy hued, and all of this rose hued area eventually dis
appeared by mild ulceration. The whole growth was not
exposed to this application of radium, so a second application
was given about six weeks after the original application, at this
time the radium remaining for nearly five hours. It is now
only three months since the second application and the growth
has practically disappeared; at least we cannot find any trace
of it with a careful search. I think it is extremely valuable
for us to recite our experiences in this way and discuss them
from so many angles.

DR. CORNELIUS G. COAKLEY, New York City: Seventy-five
milligrams of radium, when put into the growth and left there,
will cause an enormous amount of destruction. Seventy-five
milligrams applied on the outside of the neck for involvement
of the larynx, or tonsil, or pharyngeal mucous membrane, will
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not do very much. You must have an enormous amount, four
hundred or one thousand milligrams, if you wish to get results
from external applicationi'l through healthy tissue to malignant
tissue. This must be left in about three or four hours. I
think the best results are obtained by' strong doses applied for
a short time, and then reapplied at short intervals of about two
or three days.

DR. D. BRYSON DELAVAN, New York City (closing the dis
cussion): There are some things which belong to the labora
tory. Radium does, because it requires large amounts to pro
duce effects. The general practitioner has no more to do with
radium than the driver of a hackney coach with the New York
Central Railroad. It is something the general practitioner can
not, in the nature of things, know about. It is something that
even Dr. Abbe, who for many years has spent such a large
amount of study upon the subject, does not know enough .about
yet to specify. It is something which is so new and the dis
cussion of which is so fresh that of course there is no litera
ture to guide us. There is nothing which we can use as a guide
but the work being done in a few places by a few men.

The largest amount of radium in this country is at the labor
atory with which I have the honor of being slightly connected.
There are two other institutions in New York doing the best
work they know how to do and trying hard to learn just how
to do the work-the one to which Dr. Coakley referred, and
the other is one under Dr. Bissell at Johns Hopkins. Our
institution will soon have two grammes of radium, and I don't
know any place in Europe that has as good a supply. Radium
has not yet proved a cure for cancer, l:mt it has a possibility,
and 'that possibility is worthy of following. Radium will burn.
Well, it hurti'l to be operated upon in any way. It is not pleas
ant to take ether and be laid up for a month or two, or five
months, after painful surgery, but it is a very beautiful thing
to be well and among your friends. And so it is with the use
of radium. Suppose it does burn? In those two cases quoted,
both patients suffered severe burns, but they rejoiced at it,
even though they did not result in cures, but only in temporary
benefit.

If there is nothing in it, why we have tried and done our
best; if there is, there is a great prize in store.
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An Epidemic of a Severe Form of Acute Infection of the Throat,
With Abscess Formation. Report of Fifty-eight Operations.

By CLEMENT F. THEISEN} M. D..

ALBANY.

This epidemic occurred in Albany during December, 1915,
and January and February, 1916. Cases occurred in a)l parts
of Albany, three hundred and eighty-four coming under the
writer's personal observation.

Fifty-eight of the patients developed abscesses in different
parts of the fauces. Forty-four of this number were more
or less typical cases of peritonsillar abscess. Of the remain
ing fourteen cases, in eight, abscesses developed in the lateral
columns of the pharynx. There were two cases of infection
of the epiglottis with great edema and some pus, two cases of
abscess of the lingual tonsil,and two of retropharyngeal abscess.
Joint complications, acute arthritis and polyarthritis occurred
in twelve cases, acute endocarditis in one, and in twenty-four,
examination of the urine showed the presence of albumin and
casts. In sixty-eight cases acute otitis media, requiring incision
of the tympanic membrane, developed, with one mastoid com
plication in a child in which the membrana tympani ruptured
ten days before the writer was called.

Cultures taken during the epidemic showed streptococcus
infections in the majority of. the cases. A few were pneumo
coccus infections.

The milk supply was probably not a factor in this epidemic.
There were no deaths among the writer's cases, although

some patients were seriously ill, particularly those with joint
and kidney complications.

The onset of the attack in most cases was extremely severe,
with chills, great prostration, swelling of the glands. of the
neck and high temperatures, particularly in children.

Many cases that did not go on to abscess formation, could
not be differentiated clinically from follicular tonsillitis. In
some there was the distinct ulcerative type of acute tonsillar
infection, and these cases were very ill. In a sman number
of cases a distinct exudate covered the tonsil, but none of these
cases proved to be diphtheria. Great edema and intense acute
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angina were characteristic of many of the cases. The laryn
geal mucosa was involved in the edematous process in a small
number.

DISCUSSION.

DR. HENRY L. SWAIN, New Haven: I feel that I must say
that Dr. Theisen did not lose a single case of his four hundred
cases.

DR. CLEMENT F. THEISEN, Albany (closing the discussion):
I would like to mention that the epidemic in Albany and the
adjacent city was not due to milk. We studied all the epi
demics with that point in mind, and proved that fact conclu
sively. There have been epidemics of sore throat caused by
infected milk, but in the epidemic in Albany this could be
ruled out, for the cases were distributed in all parts of the
city, and there were just as many supplied by one dairy as by
another.

A Resume of My Year's Work With Suspension Laryngoscopy.

By ROBERT CLYDE LYNCH, M. D.,

NEW ORLEANS.

To prevent fracture of the alveolus the writer places a strap
under the occiput and clamps it into the angles of the pear
shaped ring, thus relieving the pressure of the tooth plates
against the teeth.

In order to prevent other tooth injuries, the writer uses
dental impression spoons filled with moulding compound which
offers complete protection to the teeth, facilitates the introduc
tion of the spatula, and makes it easier to keep the spatula in
the middle line.

He also described the table which can be raised twenty
inches, the top can be tilted and can be moved in a circle. There
are foot and shoulder braces.

Regarding intrinsic epithelioma of the larynx, the writer's
experience has been exceptionally good with endolaryngeal
removal, but feels that his experience is not large enough to
reach definite conclusions.

Dissection under suspension is not difficult, and can be done
without permitting an instrument to touch the tumor mass.
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Nineteen cases of papilloma have been successfully oper
ated, dissecting, weU below the base, curetting and painting
with alcohol.

Pedunculated fibroma, vocal nodti,les, a cyst of the aryteno~

epiglottic fold, pachydermic laryngitis, penchondritis of _the
thyroid, fracture of the thyroid cartilage, tubercular laryn~

gitis, abscess of the epiglottis, and foreign bodies in the tra
chea and esophagus were all cared for by meafls GI the sus*
pension apparatus..

DISCUSSION,

DR. EMIL MAYER, New York City: There is one phase at
suspension that has not been mentioned by the writer of the
paper, which has worked splendidly in my hands, and that is
in the treatment of stenosis of the larynx and trachea. In' one
instance, that of a little boy who was on my service at the
Mt. Sinai Hospital, and who had tracheal stenosis, postoper·
ative, it became necessary to intubate, and the only way possi·
bIe was under general anesthesia. It was my hope that we
could keep the trachea widely open with the wearing of the
intubation tube. With the capable assistance of my associate,
Dr. Yankauer, this boy has been anesthetized, and we intu
bated a number of times. He has been wearing the intubation
tube for a matter of two years now, and we are in hopes that
he will be able to do away with it eventually by the interesting
method of transplanting fascia in cicatricial tissue. In this
case I do not know what I would have done without being able
to put the child under general anesthesia and use the suspen~

sian apparatus; first of all, to distend the web of cicatricial tis·
sue, and then to intubate.

The second case was that of a man with syphilitic stenosis
of the larynx. It became necessary to do a tracheotomy on
account of the stenosis. He then received regularly, about
three times a week, a distension of his larynx by means of
Schrolter's tubes of increasing diameters, so that by the- time
he was ready for the intubation tube, his larynx was fairly
well distended. He also received some salvarsan injections.
I felt that we were able to do something for him in a good deal
quicker time than ever before in my experience. The man
was given a hypodermic of morphin and told what we wanted
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to do, and without any general anesthesia whatever we put iIi

the intubation tube. This remained in situ, and about ten days
afterwar?s he coughed out the tube. The amourit of breath··
ing room was so much greater directly after this, that we were
Willing to do without the intubation tube. In this exceedingly
short space ~f time, by this means and the treatment of sal
\'arsan and mercurial injections, he has been quite cured. The
suspension apparatus helped us materially in this case.

DR. JOHN F.BARNHILL, Indianapolis: I would be glad if
Dr. Lynch would tell us about his present views of anesthesia
with the apparatus.

DR. ROBERT LEVY, Denver: In the treatment of tubercu
losis of the larynx I have been particularly pleased with its
value in removal of the epiglottis; the special feature in its
favor here is that one has perfect control of the hemorrhage
following the excision of the epiglottis. Before the advent of
the suspension apparatus, in an attempt to remove the epiglot
tis, I had rather serious hemorrhage upon two occasions. If!
several cases of epiglottectomy since the suspension work ha~;

been in vogue, hemorrhage has had no terrors whatever for
me. I have seen an artery spurt from both sides of the stump,
of sufficient size that it could be seen by a class of students
at some distance from the operation. The artery spurts into
the mouth, and one controls the hemorrhage with the greatest
case by means of artery forceps.

In curettage or cauterization of the larynx for tuberculosis
the apparatus is of great value because you can do so much
more in one sitting than by the direct method.

With these cases it has been my practice to use scopolamin
and morphin, although in one case I had a death on the table,
which I attributed to the highly unstandardized preparation of
scopolamin.

Tumors of the larynx have been exceptionally easy of re
moval with this method. This fairly sized malignant tumor
Was removed by suspension. It sprang from the posterIor wall
of the larynx and came Over by its attachment on the external
surface, so that it was partially extrinsic. It was placed in
such a position that when the patient sat erect it flopped into
the larynx and produced dyspnea. On two occasions the pa
tient was picked up on the street and sent to the hospital, so
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that any prolonged operation by direct method would have
been impossible, but by suspension it was removed with the
greatest ease.

In the dissection of a venous cyst with large veins that hIed
freely in the hypopharynx the method was particularly valua
ble, because I could make a very wide dissection. This case
was one in which removal had been attempted on several occa
sions without success. I made two attempts, a cautery had
been used several times, and one consultant injected it with
iodin. It recurred always until we were able to make a wide
opening under suspension.

DR. HARRIS P. MOSHER, Boston: When Dr. Lynch began
his work, especially the work of removing malignant disease
of the larynx, I withheld my judgment for a time, waiting to
see what his results would be. In the paper read this morning
I was very pleased to see that he had gone on carefully with
a great deal of judgment, and that he had come to the conclu
sion which many of us felt that he would come to-that is, that
the removal of malignant disease by suspension was not a
final success, but that thyrotomy was better. For myself, I
feel that I much prefer thyrotomy to suspension removal of
malignant disease.

DR. ROBERT CLynE LYNCH, New Orleans (closing the dis
cussion): The chief essential of the suspension apparatus is
to obtain relaxation of the parts. Whether the anesthetic be
morphin and scopolamin or another, is left to the individual
judgment of the case. I have used only cocain anesthesia, and
prefer it. I give one or two doses or morphin, one-fourth
grain one or one and a half hours before the operation, and
one-eighth grain one-half hour before the operation is to be
done. 'For surgical work I much prefer general anesthesia
in those cases where it is not definit~ly contraindicated. Under
general anesthesia we get the proper amount of relaxation of
the parts, and are able then to suspend the patient until we get
the proper view. You must understand, suspension is not an
easy proposition so far as the patient is concerned. It is not
painless, and f0r that reason patients must be put in such shape
that will will not interfere with the work after it has been once
started.
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Pathogenesis of the Nasal Neuroses.

By CHARU:S P. GRAYSON, M. D.,

PHILADELPHIA.

The subject is reintroduced because of the fact that during
the past few years some very important additions have been
made to our knowledge of the causes and consequences of cer
tain disturbances of metabolism, the effects of which should
arouse particular interest because of their bearing upon the
genesis of the nasal neuroses, being those that are exerted upon
the cerebrospinal and sympathetic nervous systems. Refer
ence is intended only to the vaso- and secretomotor neuroses
of the nose, and not to the functional disorders of the olfactory
ner:ve, nor the neuralgias of intranasal or accessory sinus ori
gin. The treatment of these affections has not been rational,
in the sense of having been directed against their cause rather
than their effects. It has been too largely local. Loss of
vasomotor equilibrium is almost invariably due to a greater or
less degree of nervous exhaustion. Anaphylactic reaction may
explain a moderate number of cases. The basic condition of
almost all of these patients is one of neurasthenia due to meta
bolic derangement occasioned by persistent violation of the
laws of personal hygiene. The studies of Abderhalden, Fan
ser, Kafka, and others, of the physics and chemistry of the col
loids and of the effects of ferments, toxins and hormones upon
the sympathetic nervous system have a close relation to the
etiology of the nasal neuroses. No strict pathogenic analogy
exists between these diseases and the angioneuroses of the
nose, but it requires no great stretch of the imagination to
discern a possible or even probable relationship between the
metabolic processes concerned in each. It is almost a certainty
that in dealing with the n'asal neuroses we are dealing with
phenomena that are the outcome of some perversion of meta
bolism. Its exact nature may vary in different cases, involv
ing at times some glandular disfunction, at others toxemias of
intestinal origin, and at still others the presence in the blood
plasma of certain ferments or hormones, but in all cases the
symptomatic result is due to the same intermediate cause-a
toxic action which expresses itself through the sympathetic
or autonomic nervous system. To be successful in suppressing
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the neurotic type of nasal di~order, we must abandon our fruit
less search for specific remedies and apply ourselves to the
hygienic instruction of our patients and to the development of
an internal treatment founded upon a recognition of the essen
tial nature of the disease.

DISCUSSION.

DR. GREENFIELD SLUDER, St. Louis: The entire text of
Dr. Grayson's paper is so at variance with the work I have
done, beginning in 1909, that I feel impelled to recall some
of the things that are within thi~ discussion. I realized then,
and I do now, that there are many elements, all of which
Dr. Grayson had cited, which must be considered. Patients
are sometimes highly neurotic and neurasthenic, and all of the
various features he has mentioned are there, but if you can
trace some of these patients back to ~hebeginning, you will
find that up to a certain time they were in good health and
supposed to be normal; that they began with a violent coryza,
with a terrific headache, and in the wake of that followed the
pain in their neck, chest, etc., conceived by the neurologist as
pathognomonic of neurasthenia. The pain in their necks and
stiff necks was transferred to a "dislocated vertebra," and for
twenty years they were spoken of as neurasthenic. Watching
these case~ from time to time, it has been my opportunity to
make out that preceding these symptoms was a sphenoidal
postempyema, and in the wake of that remained a subacute
i.nflammation, sometimes localized sharply to the sphenoid
palatin formation or the membrane which overlies the nasal
ganglion. The membrane overlying the nasal ganglion is a
sharply inflamed patch .of redness, clear as one of the. lamps
on the wall, and an application of cocain to that particular point
will relieve all the symptoms-the pain in the neck will vanish,
the eyes become normal, etc. .

It seems very difficult to work out that such a case in an
able-bodied normal man, hard worked and responsible in life
in every way, should point to the fact that that individual had
suddenly become neurotic.

I shall not say anything more about it other than that my
observations are in direct diametric variance with those of
Dr. Gray~on.

DR. BURT R. SHURLY, Detroit: It seems to me that we all
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err in taking care of this class of cases because of the fact that
we do not classify them where they properly belong. In my
opinion these cases should at le::tst come under three large
classifications: (1) Those cases which are sensitized to some
particular condition, a food sensitization perhaps; (2) a so
called pollen sensitization; (3) a sensitization to some other
chemic phenomenon.

We are just beginning to understand a few of the phe
nomena which may give rise to these devious motor disturb
ance~. When we carry this subject deeper and farther, I think
that these three classifications will include those cases which
Dr. Sluder has mentioned, where we have termination in a
purely localized condition; again, where we have a sensitiza
tion; and still again, where we have what has been so beautt
fully demonstrated in the laboratory with the carrier pigeon
a condition of early nerve fatigue in the granules in the giant
cells of the spinal cord. You can take a carrier pigeon that
has been on a long flight and examine histologically the giant
cells of the spinal cord and find it completely changed from the
piCture of another pigeon'~ cells histologically. The granules
in the first pigeon are absolutely used up, and the whole prob
lem of nerve fatigue following that long flight of the carrier
pigeon can be absolutely seen under the micro$cope. It is very
remarkable-the change which the nerve cells adopt.

It would, therefore, seem very easy for that class of neuras
thenics whose vasomotor function is less under hereditary
disability, to have nerve fatigue develop under the slightest
exercise. It seems to me that we must be very much broader
in, our consideration of this subject.

DR. GEORGE A. LELAND, Boston: It had seemed to me for
a long time that we have an autointoxication in these cases.
Why are some patients so highly susceptible to nascent pro
teins? Is it not because they are so hypersensitive to all pro
teins? That means that we are overfed in a nitrogenous way.
If a patient is highly sensitized to nitrogen, if he has auto
intoxication from hyperacidity of his blood, shown by the
hyperacidity of the urine, then it is reasonable to suppose that
a nascent proteid in its most terrible state coming from a germ
of pollen should set up these nasal neuroses. I do not con
sider it altogether a case of neurasthenia, but the "last straw
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breaks the camel's back." The patient is hypersensitized and
therefore affected" by these proteids.

He cited a case of a fashionable young lady, about thirty
years of age, who came into his office one day, very indignant
because she had been treated for a long time in various ways
without obtaining any relief. So he asked about her general
condition, and in the course of the questioning it developed
that previous to four years before she saw him, she had been
a stenographer, living very simply in a cheap boarding house
and taking a normal amount of exercise each day. For the
past four years she had been married to a wealthy man, and
since that time had been living at a very fashionable hotel in
Boston, eating heavy and rich foods, drinking regularly, and
not exercising at all. When she had finished the story I, told
her, "Back to the simple life for yours !"and put her on a
proper diet, and in less than three months she had no more
hay fever and has had no more since.

DR. LEWIS A. COFFIN, New York City: I have had some
satisfaction in my treatment of this class of cases, whicQ has
been direct general treatment of the patient, particularly in
regard to diet, elimination and cleaning up of the bowel.

DR. J. SOLIS COHEN, Philadelphia: It has given me great,
pleasure to hear the paper under discussion, because it con
firms the opinion I expressed more than a generation ago in
one word-"coddling."

DR. JOSEPH L. GOODALE, Boston: There is undoubtedly a
psychic effect in some forms of this condition. We know that
the outbreak of hay fever in certain cases frequently occurs
on exactly the same day every year, notwithstanding the great
seasonal variations and the fact that the pollen does not appear
always on the first of August. There are certain cases in
which the hay fever appears on the first of August regularly,
and that is the result, it seems to me, of a psychic expectancy.
The man who went into the barn to set the broken leg of his
friend was not thinking about his hay fever, and that is an
other reason why it probably did not develop. His psychism
was not fixed upon the fact that he might develop hay fever.

DR. CHARLES P. GRAYSON, Philadelphia (closing the discus
sion): I did not intend to teach anything new in this paper.
My only intention was to refer to and emphasize certain facts
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of comparatively recent discovery or elaboration; I think Dr.
Shurly's c1al'sification of these different cases is a thing we
ought to be particularly cognizant of in every new case we
examine.

There is no question of the occurrence and existence of
cases such as those referred to by Dr. Sluder, but they are in
a cla~s by themselves. If he means to imply that it is a very
large and extensive class, I have my doubts. Of course, there
are a great many in the aggregate, but the proportion to all
others is, I think, comparatively small.

The Relations of the Sphenoid Sinus to the Eustachian Tube, and
Their Possible Clinicallm,portance.

By GREENFIELD SLUDER, M. D.,

ST. LoUIS.

When the sphenoid cell is prolonged downward into the
pterygoid process it approaches the eustachian tube more or
less. and it may come to such close association as to be sepa
rated :by an egg shell thickness of the bone. This comes
through two factors: first, the thickness of the bone of the
pterygoid process is absent, and second, the origin of the ten
sor palati is not from the uppermost limit of the plate. Should
the tensor palati arise high on the plate, the thickness of the
muscle will enter in between the tube and the bone of the sinus
wall. Should, however, the tensor extend a lesser distance
upward on the plate, the tube comes into close relation and in
some specimens is in contact with the egg shell thick wall of
the sinus.

The Relations of the Sphenoid Sinus to the Semilunar (Gasserian)
Ganglion, and Their Possible Clinical Importance.

By GREENFIELD SLUDER, M. D.,

ST. LOUIS.

The semilunar ganglion is at present thought of as so far
removed from the sphenoidal sinus that they have not been
associated in the minds of the anatomists or clinicians. The
internal carotid artery usually rises on the lateral aspect of
the body of the sphenoid, and the semilunar ganglion is usually
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lateral and posterior to the ascending artery. This, however,
is not always true. The position of the artery seems to have
a large part in determining these relations.

I present drawings of two specimens showing an intimate
association of the sphenoid sinus to the semilunar ganglion, or
parts of it. Figure 1 shows dissection of the cavernous sinus,
semilunar ganglion and sphenoidal fissure, viewed from above.
The sphenoid sinus lying beneath these structures is shown in
dotted line. The thickness of bone separating the cavity of
the sphenoid from these structures was egg shell thi~. The
internal two-thirds of the ganglion are exposed to the upper
most part of the sphenoid ceIl, and the external third is exposed
at a little greater depth as the nerve tissues approach the fora
men rotundum. The mandibular nerve in the foramen rotun
dum is exposed for ten millimeters to an egg shell bone sepa
ration from the sphenoid cell.

In the sphenoidal fissure the oculomotor, abducens and oph
thalmic are exposed to an egg shell separation from the sphe
noid cell. The trochlearis alone is not in this contact, be
cause it lies on top of the oculomotor.

In 1912 I proved the permeability of the sphenoid sinus wall
to a small amount of cocain. Following this 'observation, with
its lesson, into these anatomic associations seems to me to
offer an explanation of the herpes which develop in the wake
of sphenoidal infections, or the "cold sores" which arise in
some patients from ordinary coryzas, irritation of the sensory
ganglion cells being necessary for the development of herpes,
and to explain why semilunar ganglion neuralgias and tic
douloureaux of sphenoidal origin sometimes recover as a more
or less acute or subacute lesion, and at other times requires a
ganglion removal or a posterior root section-i, e., sometimes
the sphenoid lesion can be controlled, and at other times it can
not.

A Surgical Consideration of the Upper Paranasal Cells.

By GREENFIELD SLUDER, M. D.,

ST. LOUIS.

The procedure I describe has been satisfactory in my hands
for ten years. It may be limited for the frontal sinus, provid
ing a very high cut of the middle turbinate, which I have fre-
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quently mentioned in various texts as a "cribriform or infundi
bular turbinectomy." The cut is actually two or two and one
half millimeter~ from the cribriform plate, and may be ex
tended to the most anterior limit of the infundibulum.

This very high cut may be carried backward to include the
capsule of the ethmoid, under which condition not only is the
middle turbinate removed, but the uppermost line, and usually
all the other ethmoidal cells are opened wide into the nasal
cavity. And when desirable the entire anterior wall of the
body of the sphenoid from its uppermost limits, with all its
postethmoidal association and much of its floor, may be re
moved. In my judgment and experience it is the technic that
most often may be trusted to open all of the cells, regardless
of unusual or anomalous po~itions. I know, however, that
cells may exist that not only cannot be opened from the nose,
but cannot be located by any means at present at our command.
They can only be recognized in the cadaver, and then only by
complete dissection. Everyone who has observed a reason
able number of specimens has seen such cells and been struck
by the futility that would attend any surgical effort to reach
them; and everyone of reasonably wide experience has met
cases where all efforts had failed to find and treat such cells.
But there are many other cells that are placed in positions more
or less unusual that will be opened by a technic which has for
its primary plan an incision which will skirt the cribriform
plate and remove the middle turbinate at its most anterior as
well as its most upper limits, and extend into the sphenoid
body at its uppennost part, regardless of the natural opening,
and then be extended downward until it has cut through its
floor or found it to be impenetrable. I have here avoided the
designation of sphenoid sinus, because such a term does not
always comprehend the full body of the sphenoid. It (the
body) may be subdivided, and shared by a postethmoidal cell.
And it is this variation which I believe to be the most per
nicious from the clinical side (for headache and optic nerve
lesions), as well as anatomically far more frequent than is at
present recognized clinically. This variation will, it seems to
me, be satisfactorily dealt with by this proposed technic prac
tically every time it is met. Also prefrontal ethmoidal cells
will be opened into the nose as a rule, if not uniformly.
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In 1907 I published an elementary text in which I described
a surgical method which was at that time novel. It consisted
in approaching the turbinate from a~ove on its inner side.
Prior to that all surgical approach was from below laterally
upward, removing it by scissors or snare, or a combination of
these or such working instruments.. I described, a knife con
sisting of a handle, a shaft and a cutting end turned at a right
angle to the shaft and sharpened so as to cut on the inside of
the right angle-i. e., on the pull. It was also sharpened on a
face parallel to the shaft, which at the same time gave it far
more strength than a hook could have were it sharpened on
its concavity. I selected this shape in preference to a hook for
those reasons, and the fact that great strength is necessary for
the tasks to which this knife is put. The knife, although pos
sessing great strength, is so small that it may readily enter
spaces which larger instruments could not. I believe it to be
the smallest nasal instrument possessing great strength.

The intranasal surgery of the upper cells may be performed
by this method in any part or the whole as conservatively or
as radically as desired. The ability to place the incision safely
two millimeters below the cribriform plate in any part of or
in the whole length of its extent seems to me to be the most
advantageous, and not. a small part of this advantage is the
power to extend this incision to the foremost limit of the
infundibulum, thereby opening the inlet of the frontal to its
widest natural possibilities. It is most desirable to preserve
the natural inlet here, and this is done by a cribriform tur
binectomy which leaves undisturbed the histologic epithelia:!
covering of the normal inlet-i. e., the uncinate process, the
bulla ethmoidalis, the hiatus semilunaris and infundibulum
regardless of the anatomic variations of the frontal. inlet.
Should these parts be wounded, as in a curettement, the re
sultant scar tissue blocks the inlet. The angle knife removes
by cutting any desired tissue with the least possible trauma to
the surroundings. In the sphenoidal district it opens the upper
most and lowermost possible parts of the face, which has the
advantage sometimes of opening also a postethmoidal cell
which may occupy part of the body of the sphenoid. (Such
a cell is often the cause of the entire clinical picture.) The
angle knife is so small that it takes up the minimum room, and
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so leaves the small field open to the best vision possible. Its
execution is always ill' the direction away from the danger
zone. I have so far not seen such satisfactory postethmoidal
surgery by other methods. (This 'district seems to me the
most dangerous of all, for on the outer upper aspect runs the
optic chiasm and crapial cavity.) Satisfactory execution is
necessary, particularly in eye lesions.

This entire performance may be accomplished within a short
time. I have often finished the high frontal ethmoidal and
sphenoidal combined operation in two minutes (including the
postorbital opening on one occasion).

A septum nasi. deflected into the affected side may add
troubles for the surgeon. I have in such cases where the mid
dle turbinate was not visible from in front in any part, used a
bivalve speculum specially constructed for the purpose. Just
as Killian elongated the blades of the primary bivalve for his
needs in septum resection, I have elongated them still more
and widened them for my needs here. The speculum should
be made of tempered steel blades, knife-like thin, with handles
long enough to give leverage to dislocate the entire septum
into the opposite nostril. It should have a set screw, for the
pressure required is much, and the hand gets tired holding it.
Its blades should be nine millimeters wide, for narrower ones,
such as are supplied with Killian's, often do not give sufficient
view. They should be eighty-eight centimeters long, for
shorter ones (Killian's) sometimes fail to reach the posterior
field of operation.

The knives are also made right and left. Some of my asso
ciates prefer these. My own preference is for the single,
straight, original model. I recommend an extra two and one
half centimeters long shaft for use with the long blade sphe
noidal speculum. A strong, large handle ought always be
supplied for the knife.

A right-hand surgeon makes his turbinate cuts for the left
side with cutting edges in the plane of the handle. For the
right side the cutting edges are turned one...quarter (ninety de
grees) into right nostril. This makes them horizontal or trans
verse when the handle is on the middle line.
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DISCUSSION.

DR. HARRIS P. MOSHER, Boston: I feel that in working on
the ethmoid the questions of time and an accurate knowledge
of the anatomy, with a simplification of all procedures are
essentials. If you can come down to two minutes, it is about
as simple as you can make any procedure on the ethmoid. With
Dr. Sluder I think two minutes would be a long time for him
in which to do the operation. Again, the fewer instruments
you can get along with, the better you are off. I have never
done much with Dr. Sluder's knife, but I have spoken to a
number of men whQ have used it and liked it. I believe that
for work on the ethmoid we ought to come down to two or
three instruments-instruments which are large enough to
see and easy to follow from the beginning of their use. For
instance, I use a simple straight curette, and the other ordinary
instruments.

My feeling is that simplification of the procedure, simple
instruments, and an accurate knowledge of the anatomy are
essentials in dealing with the ethmoid. Anything which helps
that along is welcome; anything which adds to the complexity
of the instruments adds to the difficulties.

DR. ]. WINSLOW, Balitmore: I find the Sluder knife of the
greatest use in practically all nasal sinuses, and employ prac
tically no other instruments in work on the middle turbinate,
unless it be a pair of tiny forceps or snare. One reason that
attracted me to the instruments in the beginning was that I
had a number of cases with suppuration and deviation of the
septum, and it was extremely desirable that there should be
good drainage. At that time I did not feel it proper to per
form the deviated septum operation, and required some instru
ment small enough to correct the condition. These knives
served the purpose.

DR. CHRIS'I'IAN R. HOLMES, Cincinnati: I want to congrat
ulate Dr. Sluder upon his most excellent paper. I think, how
ever, that it is well enough for us to bear in mind that we are
in a most dangerous region, and what can be done by Dr.
Sluder, an expert, cannot be. done safely by inexperienced
hands. Weare in a region where we operate because there
is infection, as a rule.

I have in mind a case where I wanted to do a Killian, clean-
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ing out all the cavities. It really was a case' of ozena, but I
attributed it to disease of the sinuses and wanted to remove the
middle turbinate before proceeding with the general operation,
both for the purpose of testing the condition, and seeing
whether there was a fendency to active suppuration, etc. The
rem~)Val was very carefully done, under all precautions, and
in spite of that the patient developed meningitis and died.
And here the middle turbinate was removed by scissors only,
so there was no special trauma.

I am not in any way decrying the method as presented, but
am simply calling attention to the fact that we send out these
articles without a word of warning to the inexperienced men
who read them and learn about these instruments without ever
having had an opportunity of using them. This is very dan
gerous, and I think we are not doing our full duty. It seems
to me that Dr. Sluder has not sufficiently emphasized the fact
that there is danger, unless we use special care, and that in
experienced men, who do not know the anatomy or bacteriol
ogy, cannot consider that they can buy the instrument without
knowing how to use it, and then begin to work around the
cribriform p1ate.

DR. GREENFIELD SLUDER, St. Louis (closing the discussion) :
Had I adhered to my text, Dr. Holmes would have been an
swered. It is emphasized that the district must be approached
with care and understanding.

I fancy that Dr. Mosher's idea of the simplification of in
struments is not quite right, from the number that I have
turned in to the chair. There is one knife which may be used
for the entire procedure, if you stop to turn it this way and
that. If you want to work faster, you can have three knives
turning in various directions. Others are unnecessary except
for more or less refinement in technic.

I think, however, that the only reason I have for appearing
before you today with this technic is' that it affords a method
which cuts everything downward and outward. If there is
any device which can make surgery at or approximating the
cribriform place safe, it is in our hands, and it seems to me
that whosoever will approach the district with this method
shall have a means which will let him get his bearings, feel the
cribriform plate, and then begin his cut. If the knife is big
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enough, it can tear into the orbit, and that is the reason I have
emphasized the necessity of the surgeon knowing his model.

I am glad Dr. Holmes emphasized the necessity of care being
taken and emphasis being laid upon who shall and who shall
not work in this region. I am perfectly aware and alive to the
fact that there are many surgeons who buy instruments from
the instrument maker and do not familiarize themselves either
with the method which requires the instrument or even the
directions accompanying the instrument. There is no help
for that; we cannot appeal to such a man nor emphasize the
necessity of his knowing just what he is doing. He must
know his anatomy, first, last and forever; and secondly, he
must have an instrument which will then make his procedure
as safe as the procedure may be made.

The Tonsilloscope and the Exploration of the Interior of the
Tonsils in Situ.

By THOMAS R. FRJ<;NCH, M. D.,

BROOKLYN.

The speaker has devised a method by which the external
tonsilloscope, originally intended and used for the examina
tions of exploratory sections removed from the tonsil at the
beginning of operations, and now used for study of the tonsil,
as a whole or in part, after operations, may be used for dirl':ct
tonsilloscopy or for the examination of the tonsil in situ. The
introduction of the instrument into the throat is accomplished
by using the shortest of the Jackson bronchoscopes with a
beveled end and a lamp on a light carrier of the next largest
tube, packed securely with gauze so that the lamp is held just
within the distal opening qnd the end of the tube slipped behind
the tonsil. In this way the tonsil is lighted up as brilliantly as
in the powerful external apparatus. With this instrument
the writer has studied the various classes of tonsillar disease,
including three hundred and thirty-three cases that were oper~

ated upon, and a large but indefinite number of youths and
adults. He concludes that while this may not permit definite
and final deductions, nevertheless the results seem to indicate
that the erstwhile enlarged tonsils of health in childhood may
be regarded as permanently diseased if they continue enlarged
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after the seventh or eighth year, and that the enlarged ton,sils
of health which undergo a retrograde metamorphosis in late
childhood may remain the tonsils of health throughout life.
'The assumption that the tonsil has no special function because
it has not yet been discovered, is an unconscious confession
of impotence to which few could agree, but one conclusion
reached in this study is that the function of the tonsil is a neg
ligible feature, for it must be conceded that a tonsil which is
extensively diseased would probably be the potential or actual
source of too much mischief to be offset by the value of any
furction which a part of it might possess. 'When, however,
a tonsil is found to be that of health, it should be left at least
in part to perform whatever function it may have, and also
incidentally to spare the fauces the now common postoperative
deformities and the consequent impairment of the speaking
and singing voices.

DISCUSSION.

DR. D. BRYSON DELAVAN, N"ew York City: This work is
very real in its simplicity and its practicability, and very real
in the ease in which it can be applied; there is nothing in it
which would not come within the technic skill of any ordinary
operator. It is 'all that you think it to be from the short pres
entation of it, and a great deal more besides.

DR. E. FLETCHER INGALS, Chicago: I would just like to
ask Dr. French how large a tonsil must be before he calls it
"enlarged."

DR. HENRY L. SWAIN, New Haven: When I wrote a paper
some time ago in defense of the much slaughtered tonsil, my
whole thought was that we ought to be able to tell in young
children, under age, whether a tonsil was diseased or not. I
want to congratulate Dr. French, for I think it is a very won
derful thing.

DR. CHEVALIER JACKSON, Pittsburgh: Long ago I gave up
the tonsil as a "bad job"-one not for me to do. It requires
more skill than I could bring to bear upon the subject. I have,
however, a distinct recollection of talking various ca;;es over
with members of this society, and I find that there is a very
fluctuating idea as to what constitutes a diseased tonsil, apart
from mere enlargement. It seems to me that we are arriving at
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a stage of accurate diagnosis when we study the tonsil in this
way.

DR. JOHN F. BARNHILL, Indianapolis: On two occasions
last year I remember tonsil patients were brought to my ob
servation, and in neither case could I find any trouble. I was
frank to say so, and stated I did not think the tonsils should
be removed. In each instance the family physician said:
"There is some condition here which I am confident has arisen
in the tonsil," and upon that statement and his recommenda
toin, I was willing to do the work. In each case I found a cold
abscess outside of the capsule.

I am wondering if Dr. French's method would have been
able to discern this. In each instance the abscess had been
present for at least a year.

DR. HANAU W. LOEB, St. Louis: There are two points I
would like to know: If the instruments can be procured, and
where; and secondly, whether or not the method will demon
strate the presence of the minute multiple foci of pus in various
portions of the tonsil.

DR. GREENFIELD SLUDER, St. Louis: These are the observa
tions for which Dr. French's friends have been waiting so
impatiently. I have known of what he was trying to do and
something of how far he was succeeding.

DR. THOMAS R. FRENCH, Brooklyn (closing the discussion) :
In answer to Dr. Ingal's question as to the definition of the
word "enlarged," that was covered in the part of the paper
not read. I tried to make it clear that I referred and do refer
in such tonsils to glands which project beyond the edges of the
anterior pillars, or sufficiently large to curve the anterior pillar
forwards.

In answer to Dr. Loeb, I don't know who makes the instru
ments; these were made for me by Hardy, at Twenty-second
street, New York, and I presume he would make them if
wanted.

Without Dr. Sluder's assistance and his brilliant technic in
the first stage of the experiments, I do not think this thing
could have been accomplished. Without the first stage there
would not have been any second or final stage, and I am under
great obligations to Dr. Sluder for that work.

As to the ease of finding, perhaps a moment might be well
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spent in listening to the description of a patient who came
under my care about six weeks ago, and was under my care
for two weeks. She came to me for labyrinthine deafness on
one side. For eighteen months previous to the time I saw her,
her hearing had been absolutely blank and responded to noth
ing. The patient was a school teacher, and a very intelligent
lady. She had read Dr. Shambaugh's article on infection, in
which he suggests rather than justifies the infection. I ex
amined her and found she had a tonsil which would have made
a hypertrophied tonsil. Yet with this method I saw four dif
ferent collections in that tonsil, and on the basis of that, and
with continual reference to the article as to, the thing I was
doing, took out one; at the end of the second week I got out
the fourth one, and she came in the following day with her face
like the sky in the morning. Her hearing had entirely returned
and absolutely responded to every test as completely normal.
It was very easy to find those; with the aid of a lamp I got
out the fourth one. Yet her tonsil is still hypertrophic, and
along with these areas there is a mild general hyperemia which
indicates the presence of at least a possible irritating substance.
It really was one of the most startling cases, and indicates what
must of necessity come to us at times.

Endothelioma of the Right Bronchus Removed by Peroral
Bronchoscopy.

By CHEVALIER JACKS~N, M. D.,

PITTSBURGH.

A man of thirty-five years had complained of wheezing,
cough and mucopurul~nt expectoration of five years' duration.
For two years he had been treated for tuberculosis, though
bacilli had never been found in the sputum. Diagnosis of
various clinicians had been: tuberculosis, chronic right-sided
bronchitis,monolateral (right asthma). Dr. J. C. DaCosta
had made a correct diagnosis of stenosis of the right bronchus.
Radiograph, showed dense shadow of lower right lobe, and in
consultation diagnostic bronchoscopy was urged.

Dr. Jackson found and removed bronchoscopically a pedun
culated tumor which had made for itself a dilatation in the
right bronchus. Patient entirely recovered in two weeks, ex
pectoration disappeared completely at the end of four weeks.
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At the end of ten months patient had gained twenty-six pounds'
in weight and was perfectly well. The pathologist reported
the growth to be an endothelioma. The author makes the fol-
lowing conclusions: '

1. Diagnostic bronchoscopy is indicated in cases of mono
lateral "asthma," bronchitis, bronchial obstruction, and in cases
of tuberculosis where persistent search fails to show tubercle
bacilli.

2. Peroral bronchoscopic removal of an endobronchial tumor
is feasible under local anesthesia.

3. General anesthesia might have permitted the clotting of
blood in the lower bronchi before expulsion, involving septic
risk.

4. Peroral bronchoscopic removal may be justifiable in a
malignant endobronchial growth if small, circumscribed and
not ulcerated.

5. As this is the only recorded case of apparent cure of an
endothelial endobronchial tumor by peroral bronchoscopy,
and only the second endoscopic removal of any form of ma
lignant growth from a bronchus, it would be unwise to make
too many or too sweeping deductions.

Report of the Removal of a Fragment of a Tracheotomy Tube From
the Lung, Six Years After Its Inspiration.

By FRANCIS R. PACKARD, M. D.,

PHILADELPHIA.

An Italian, thirty-three years old. Twelve years previous
to present complaint had typhoid fever, necessitating intuba
tion. On removal of the intubation tube had tracheotomy
performed, and has worn the tracheotomy tube ever since.
The past six years had suffered from violent attacks of cough
ing, accompanied by expectoration of blood and much pain
in his chest. An X-ray examination revealed a foreign body
lodged in the right bronchus opposite the left intercostal space.
The patient was etherized and the foreign body removed by
means of the Jackson bronchoscope. The symptoms cleared
up and the patient refused to allow the tracheotomy wound to
be closed, although it seems as though this might have been
done and his proper method of breathing restored to him.
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DISCUSSION.

DR. J. SOLIS COHEN, Philadelphia: A great many of the
tracheotomy patients keep their tubes in without taking them
out for cleansing, and in the course of time they become more
or less detached. I have tried to prevent this by having my
tubes made without the solder. I then adopted the plan which
I have recorded in my reports of always insisting upon a pa
tient having two sets of tubes, and changing them on alternat
ing days. In that way you will avoid any instance of this kind.
The patient can take it out and cleanse it and put a new fresh
tube in.

A Case of Vagotonia, Apparently Originating in the Nasal
Accessory Sinuses.

By GEORGE FUTTEROLF, M. D.,

PHILADELPHIA.

Vagotonia can be defined briefly as a condition of excite
ment or high tonus of a group of nerves called the "extended
vagus." The phrase "extended vagus" is applied to a nerve
series which includes not only the pneumogastric, but also a
group of nerves which functionate similarly to it. Antago
nistic to the vagus group is the sympathetic, and there exists
a condition of it called sympatheticotonia, which can be de
fined as a state of excitement of high tonus of the sympa
thetic system. In order to locate accurately the "extended
vagus" and sympathetic systems, the writer reviews briefly
some points in the anatomy of the nervous system.

In action the two groups, the autonomic and the sympathetic,
are antagonistic, and it is generally conceded that all glands
which possess ducts and all involuntary musculature receive
a supply from both. Upon the maintenance of a proper balance
between the two depends the normal functionating of the
structures to which they go. If the autonomic supply is irrita
ble, the organ will overfunctionate in one direction, and if the
sympathetic is in a condition of hypertonus or excitement, the
excess of action will be in the other.

As glands and muscles are the organs to which these im
pulses go, the result will be manifested by hyper- or hypo-
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secretion on the one hand, or by spasm or relaxation on the
other.

The control of the entire vegetative system, both autonomic
and sympathetic, is believed to lie in the cerebrospinal axis,
where possibly a regulating center exists, and in the glands
of internal secretion, the socalled endocrinous glands. This
latter is quite well established for the sympathetic system,
adrenin having been shown to act generally as a stimulator to
the entire distribution of this group. For the autonomic sys
tem no drug has been found which acts uniformly upon all
parts of it. The nearest approach to such a drug is atropin,
which is a sedative to practically the entire autonomic system,
dilating the pupil, checking the flow of saliva and sweat, and
relaxing contracted involuntary muscle.

Even more selective is pilocarpin, which has a powerful
effect upon the salivary and sweat glands, producing over
secretion, and hence clearly to be regarded as a stimulator of
part of this system.

Pilocarpin is known to be so reliable and constant a stimu
lator of the autonomic system that it is used in testing for the
presence of vagotonia. One-twentieth to one-sixth grain is
given hypodermically, and if the test is positive there will be .
noted salivation, lacrimation, sweating, cardiorespiratory,
erythema and hyperperistalsis, all these out of proportion to
the size of the dose.

The symptoms of vagotonia in general are such as would
be expected when the autonomic system is stimulated, and they
represent activity of function at the terminal distribution of
the nerves concerned.

There are many of these symptoms, but just a few are men-
tioned to indicate their general nature. .

Cramp of the ciliary muscle, spasm of accommodation and
widening of the palpebral fissure are examples of what would
result from hypertonus of the fibers from the ciliary ganglion.

Salivation and congestion of and hypersecretion from the
nose and nasopharynx would follow irritation transmitted
through the otic, sphenopalatin and submaxillary ganglia.

To the vagus itself can be ascribed many phenomena, such
as bronchial asthma, bronchial hypersecretion, laryngeal crises,
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bradycardia, gastric crises, hyperperistalsis and excessive gas
tric and intestinal secretion.

Through the sacral part of the autonomic system could pass
impulses which would give rise to such conditions as spasm
of the anal sphincter, hypersecretion from the intestine, dys
menorrhea, etc.

The blood picture shows an excess of eosinophiles.
The treatment of the condition is the same as that of any

,other secondary disease-viz., find if possible and eliminate a
cause or focus, build up the health and give proper medication.
The last factor, the medicinal treatment, can be managed on
one of two principles, either administering a sedative for the
autonomic system, or overcoming the tonus of the latter by
giving a stimulator to its antagonist, the sympathetic system.
This principle is illustrated notably by the successful treat
ment of spasmodic bronchial asthma, success being possible
either by "quieting the autonomic system with atropin or by
stimulating the sympathetic by the local or hypodermic use of
adrenin. '

The writer cites a case in point:
A boy of twelve years, who had failed in health· for five

years and had an intermission or two of" slight improvement.
He presented many symptoms of autonomic tonus, and, in ad
dition, had evident disease of his paranasal sinuses.

His impaired health dated back to an attack of measles at
the age of seven, which left him with marked nasal discharge
and expectoration, which have persisted ever since. There
was at times a loose cough, which was productive of a thin,
mucoid sputum, which never became yellow nor blood tinged.
For a year there" was profuse sweating at night, and his sleep
was much disturbed by sneezing, coughing and expectorating.
His adenoids were removed during this time, but the result
was unfortunate, as immediately afterward his nasal discharge
increased and he developed abscesses in both ears.

Three years after the appearance of the first symptoms, Dr.
Stengel saw him. No cause for his symptoms was found,
physical examination being negative. He was tested with pilo
carpin for vagotonia by Dr. Hopkins, and the result was posi
tive. He was put upon guaiacol carbonat and extract of bella
donna, and some slight improvement resulted.
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Two years later he returned to Dr. Stengel, a very sick little
boy, having lost nine pounds in four weeks. At this time he
was vomiting all his meals, a condition which soon changed
to a weekly attack of severe abdominal pain, nausea and vomit
ing, which would last about two days. The vomitus was pro
fuse and consisted almost ~ntirely of mucus. With this there
was profuse salivation, of a clear, watery character. Soon
was added to these conditions frequent watery bowel move
ments. Medication was of little value, and the boy's condition
was becoming a desperate one.

At this time the writer was requested to examine him, and
aided by an X-ray examination a diagnosis of chronic sup
puration in the posterior ethmoidal and sphenoidal cells of the
left side was readily made. . The surgical indications were
clear, and he removed the posterior end of the middle turbinate
and opened widely the offending cells.

Improvement was immediate and very striking, as almost at
once his symptoms disappeared. In two months he gained
ten pounds, and was a perfectly well boy except for some dis
charge from his nose. Later autogenous vaccines were given,
and this was followed by almost total disappearance of the
nasal mucus.

The interpretation of the case is this: The boy was one
with a very unstable vegetative nervous system, and it has peen
observed that in such a state small stimuli can produce large
reactions, The irritation which would cause such a condition
of autonomic tonus may "arise from noxa in the form of bac
terial toxins, as during or after acute infections, from drugs,
or from the products of deranged metabolism, mechanical
irritation, and so forth" (Hopkins).

There was present in this case a primary acute infection,
measles, followed by prolonged chronic suppurative sinus
disease, and we believe that the consequent toxemia and irri
tation were the exciting factors. For, when this was relieved,
the widespread vagotonic symptoms disappeared so promptly
as practically to bar accidental coincidence.

As far as the writer has been able to discover, the case is the
first on record in which such a distinct entity as chronic sinus
disease was presumably the exciting cause of such widespread
vagotonic manifestations, and in which prompt disappearance
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of these symptotns followed relief of the local condition. By
the free drainage of suppurating sinuses this patient was
almost instantaneously relieved of salivation, cough, expectora
tion, severe abdominal pain, vomiting and diarrhea, for none
of which symptoms a physical cause could be found.

As a sinus case per se there was nothing notable about it,
as the diagnosis was easy and the treatment simple. The big
feature is the field of observation and deduction such a case
opens up. It does seem that many other conditions which are
but vaguely understood may possibly become clarified when
viewed as vagotonic or sympatheticotonic phenomena. For
example: The treatment of bronchia] asthma with adrenin
or with atropin has been successful in many instances.

Noteworthy has been the nasal treatment by our colleague,
Emil Mayer, Brettauer and others, of selected cases of dys
menorrhea.

Another fellow member, Greenfield Sluder, after painstaking
study, has succeeded in relieving certain symptoms by treating
the sphenopalatin ganglion.

These are but few of the conditions upon which some light
may be shed. Undoubtedly, many others will suggest them
selves as being based upon a derangement of visceral nerve
supply. Should such prove to be the case, they will constitute
a new group whose pathology can be described in definite
terms.

DISCUSSION.

DR. G. HUDSON MAKUEN, Philadelphia: This most timely
p'aper by Dr. Fetterolf is exceedingly interesting to me because
it expresses very well and emphasizes again the close relation
ship which exists between our own specialty and that of neu
rology and general medicine.

DR. J. GORDON WILSON, Chicago: The advantages offered
by the supporters of the vagotonic hypothesis are that it offers
a plausible interpretation and suggests a rational treatment of
certain types of neurosis. As it deals so largely with the vagus
nerve, the nerve which innervates so many of the parts we
specialize in, it is incumbent on us to learn on what basis this
hypothesis rests.

Eppinger and Hess, whose statement is authoritative, state
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that "vagotonia is a functional increase of tone in the auto
nomic system, which permits stimuli to act more readily on it,"
and regard it as a state of stimulation of the vagus. The vago
tonic disposition is abnormal irritability. "Its cause is to be
sought in disturbance of internal secretion, and' it' is present
if we have increased sensitivity to pilocarpin."

If vagotonia is an increase of tonus in the autonomic system,
it will be well here to inquire what is the conception of tonus
that is usually accepted. Tonus is a difficult thing to define
-it seems at times so intangible. There are three sets of
phenomena to which physiologists usually apply this term.

1. Prolonged contraction of smooth muscle which is auto
matically independent of impulses from nerve centers.

2. A state of tension shown by ~keletal muscles under certain
conditions which in some way is dependent on nerve stimuli,
for it disappears if these be cut.

3. State of some nerve centers which appear to give off con
stantly nerve impulses apart from the receipt of messages from
other nerves-e. g., the respiratory nerve center.

It is with the last of these that we are chiefly concerned.
Dr. Fetterolf has sufficiently referred to the anatomy of

the sympathetic nervous system ("vegetative system") and its
two divisions, the autonomic nervous system (vagus group),
and sympathetic nervous system proper. This division has
been long recognized and acknowledged chiefly through the
work of the English physiologist, Langley.

I do not intend to discuss whether or not the supporters of
this theory have sufficiently differentiated between stimulation
of a nerve and nerve tonus. I wish, rather, to call your atten
tion to what is one of the fundamental propositions on which
this vagotonic hypothesis is built. Eppinger and Hess say that
tonus in the vegetative system is due to the equilibrium of two
impUlses, one from the autonomic and one from the sympa
thetic system, caused by two hormones antagonistic to each
other. Hormones, as you are aware, are chemical messengers
by means of which the activity of certain organs is coordinated
with that of others; produced in one organ, they are carried
to another, which they affect, even when present in very small
amount. The supporters of the vagotonic theory assume as
a fundamental fact that sympathetic tonus is produced by
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adrenalin, and to get a corresponding hormone for the auto
nomic system, they further assume, without any evidence, the
existence of an unknown hormone akin to pilocarpin. Accord
ing to them, these two hormones, the real and the hypothetic,
acting in antagonism to each other, produce normally a state
of equilibrium. A departure from this state of equilibrium
constitutes in the autonomic system vagotonia.

The first point I would make is that in their attempt to
establish the equilibrium essential to their hypothesis, they
assume as- proved beyond doubt that adrenalin acts to produce
tonus. Most recent investigations appear to show that adrena
lin does not produce tonus in the sympathetic system.

To get over the difficulty of the assumption of an unknown
hormone to act on the autonomic system, they assume that
this hypothetic hormone will act like pilocarpin. Pilocarpin
is a chemical body which acts directly on the cell membrane
and produces morphologic changes in the cell. It seems to
me that there are serious objections to a hypothesis which
demands that we grant to it for a basis an unknown hormone
comparable in action to a chemical body. It would, therefore,
appear that the fundamental basis on which this hypothesis
is built is not generally accepted, and is open to very serious
objections.

Again, it is assumed that the glands of internal secretion, the
endocrine glands, control the sympathetic system, and that they
produce and stimulate the tonus of the vegetative system. This
appears to me to be an assumption beyond the point we are
justified in going. Experiments with these glands, such as
feeding with these glands and removal of these glands (e. g.,
pituitary and thyroid), show that their action is not so re
stricted, but that they affect the growth of many of the body.
cells. It would be more correct to say that it is generally
accepted that the endocrine glands act on tissue metabolism,
and so indirectly affect the condition of the nerve cell.

There might be quoted other examples of the unreliability
or doubtfulness of the assumptions demanded by this hypoth
esis. Equally unreliable appear to be some of the applications
of the hypothesis. It is stated (Eppinger and Hess) that "the
stomach dilates actively in proportion to the degree of filling,
thus causing the muscular elements to cover the contents c1ose-
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ly. Tonus is, therefore, a resistance to filling." The meaning
here is not quite clear. The two consecutive sentences do not
fit in unless one lays emphasis on the "resistance to filling."
The meaning appears to be that as the filling increases so does
the tonus. We find that experimental evidence' does' not bear
out the statement that tonus varies in proportion to the degree
of filling. Tonus can only be measured by the tension of the
muscle, and Sherrington has shown that the muscle wall of
the living stomach can increase from an one hundred cubic
centimeter posture to a five hundred cubic centimeter posture
without change of tension. Also the reverse of this holds, ·for
there may be loss of three hundred cubic centimeters. without
fall of pressure.

Vagotonia is a difucult subject to discuss, because it is based
on the physiology of the sympathetic system and of the endo
crine glands, much of which is unknown and much of which
is speculative. The subject of the action of the sympathetic
system in health and disease is a very important one, and if
"vagotonia" has directed the attention of the clinician to this
very important subject, it has served an excellent purpose.
When from experience we find that atropin or pilocarpin is
of use in diseases associated with the sympathetic or internal
secretive system, we are justified in using them, but to build
a system of medicine on so slim a basis as the clinical use of
drugs is to court disaster.

In concluding, let me quote the words of Elliott, one of the
leading investigators of the glands of internal secretion:
"Medicine owes no debt of gratitude to those who teach to
her theories without proof."

DR. THOMAS HUBBARD, Toledo: I am surprised Dr. Fet
terolf did not include esophageal spasm in the same category
as tJronchial spasm. I would include also the globus hystericus,
the various types of esophagismus, and also cardiac spasm.

DR. EMIL MAYER, New York City: It seems to me that
we have with all this entirely wandered from the question of
vagotonia pure and simple. We have to explain some of the
things we have not understood, as, for instance, the effect in
treating for dysmenorrhea, as mentioned by the speaker.
Above all, the immensely practical value in that is to always
remember that when we have done anything surgical for our
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patients, our efforts must cease, we must not be surprised if
the patient does not get well, and we must not put them down
as being nasal hypochondriacs.

I have a case in mind of a gentleman who came to consult
me recently. He had been having an ethmoiditis. The oper
ation on his nose had been very properly and carefully done,
but he was still having terrific headaches. He was one of
those men who was determined to find out what the trouble
was, and he was sent to me. I told' him that so far as the nose
was concerned, there was nothing to do for him surgically. He
said that he was still having the discharge and still having the
headaches. A vaccin of his secretion had been made, and he
had received injections, but nothing had helped him. I no
ticed his tongue was very much furrowed, and inquired very
carefully into the question as to whether he had syphilis. He
said, "No" ; he had absolutely no knowledge of it. A Wasser- .
mann test was made which proved negative. He even brought

.his sister to me, and she submitted to a most careful examina
tion, and there was nothing found. I sent him to a dermatolo
gist, and he said it was probably a case of hereditary syphilis,
and he advised salvarsan and mercurial injections. The pa
tient has now become entirely well, and as soon as he has any
symptoms, a mercurial injectiop always makes him welL

I quote this case because it seems to have a marked connec
tion with the subject at hand, and to show that we must remem
ber that a patient has something else besides nose and throat.

DR. ]OS:E:PH L. GOODAL:E:, Boston: In view of what we know
takes place in a child who is weaned and that which takes·
place also in conditions of asthma and in other anaphylactic
conditions, this may possibly be an indication of the under
lying identity of these various conditions.

DR. G. HUDSON MAKU:E:N, Philadelphia: I am particularly
pleased that Dr. Fetterolf should have brought this subject
before the meeting, because I have long been of the opinion
that we as laryngologists and otologists have been giving rather
too much attention to the surgical side of our specialty, to the
exclusion, or perhaps neglect, of the neurologic and medical
side of it. I, therefore, think that this discussion is very timely
and very important. I am of the opinion that in the near future
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our work will deal perhaps less with surgery and more with
the general phase of the subject.

DR. GEORGE FETTEROLF, Philadelphia (closing the discuS'"
sian): In answer to Dr. Wilson, I would like to quote the
reply to what was said about four years ago by Dr. Meltzer
with regard to a certain criticism that a subject was five per
cent fact and ninety-five per cent theory, but that a working
hypothesis is better than none.

In answer to Dr. Hubbard, I would say that I have been
busy during the last two months cutting a sixty-page paper
down to thirteen pages. There ar.e a great many phases that
I have not been able to touch upon, and a great many symp
toms and signs that I did not have the space to take up.

If anyone is interested in this, the most recent things which
have appeared are a brochure by Eppinger and Hess, trans
lated by Jeliffe and Kraus, and an exceedingly able article by
Barton, which appeared in the Transactions of the Association
of American Physicians in 1905.

Removal of a Large Rhinolith, With Exhibition o~ Specimen.

By D. BRADEN KYLE, M. D.,

PHILADELPHIA.

Patient, male, aged seventeen years. The right nostril was
markedly obstructed by the septum, which was deflected and
perforated by pressure from the body in the left nostril. This
obstruction in the left nostril was found to be extremely hard,
almost black in color, and covered by a great quantity of muco
purulent secretion of bad odor. This object was large enough
to fill the entire naris; it forced the septum to the extreme
right, extending into the antrum, and could be felt projecting
backward into the nasopharynx. It was freely movable and
not attached at any point-pocketed, as it were.

An operation was performed October 8, 1914, under ether
anesthesia. Attempts to remove the obstructing body in its en
tirety failed, owing to its large size and to the fact that it bore
the relation to the, surrounding bony structures of a ball to its
socket. It was necessary to use heavy rongeur forceps, by
means of which it was possible to break off small fragments
from the granite-like mass. About one-third of the body was
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removed in this manner, when the remaining portion was re-
moved entirely with only a slight tear at the nasolabial angle.
The nose was packed with iodoform gauze. The entire oper
ation occupied about one hour, and considerable blood was lost.
The patient was cyanotic and in shock when taken to the ward.

Twenty-four hours after operation a distinct pneumonic
area had .developed in the lower left lung, and the patient was
removed to the medical ward for treatment of this condition,
which cleared up in due time. During the four or five days fol
lowing the operation 'there developed considerable emphyoema
of the cellular tissue at the root of the neck and below the
clavicles. The face was markedly swollen and the eyes puffy.
By the 17th of October a distinct abscess had developed at the
inner canthus of the left eye. This was incised. by Dr. Sweet,
and found to communicate with the anterior ethmoid cells.
This complication being relieved, and the lung having become
clear, the patient was returned to the special ward on October
19th, where he made an uneventful recovery, and left the hos
pital on November 11, 1914.

DISCUSSION.

DR. HARRIS F. MOSHER, Boston: The objection brought out
by the speaker that the case was septic and he did not feel like
working the incision through the cheek, does not seem a valid
one. You can get perfect drainage in this way. Had he gone
after the tumor by making that incision, 1 feel that he could
have seen what he was up to and stood a very good chance of
getting his tumor out whole, which, of course, to any surgeon,
is a certain amount of satisfaction.

DR. D. BRADI;;N KYL~., Philadelphia (closing the discussion):
I would like to say that this tumor weighed two hundred and
fifty-four grains. It seems to me that if you can remove a
mass without any serious trauma to the patient, you are highly
justified, for the satisfaction of having the entire rhinolith, to
subject the patient to a major operation. But in this case one
could not possibly extend into the nasopharynx and not have
trauma without doing a very extensive ,operation and splitting
the whole upper jaw. I feel that in this case removing it in
small portions was a much better surgical procedure than the
one mentioned.
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Sarcoma of the Nose-Report of a Fatal Case, With Metastases in
the Cervical Glands and in the Brain.

By J. PAYSON CLARK, M. D.,

BOSTON.

A female, sixty-four years old, noticed a swelling on the
nose for four months. When first seen by the writer it was
about the size of a small marble. For a month there had been
a slight bloody discharge from the nose. There was a dark
purplish tumor visible on the outer wall of the left nostril just
above the vestibule. The growth was completely removed.
The microscopic diagnosis was either carcinoma or sarcoma.
In two months a gland was felt under the left side of the jaw.
This was excised and proved to be a spindle cell sarcoma, thus
determining the nature of the original growth. Seven weeks
later a gland was palpable under the left sternomastoid muscle.
Coley treatment was tried, without apparent success, for two
months. At the end of this time a small recurrence was found
in the nose and removed, and a month later a complete gland
ular dissection of the left side of the neck was successfully
done. Three weeks later the patient developed mental symp
'toms, incoherent talk, convulsive attacks, motor aphas.ia and
dysphagia. At times she was very drowsy, and then restless
and irritable. She soon lost power of locomotion and control
of sphincters. She became very comatose and hard to rouse,
and ate practically nothing for the last ten days of life. An
autopsy showed three metastases in the brain.

The most interesting features of this case are the metastases
in the brain and cervical glands. The writer could find but
eight reported cases of sarcoma of the nose in which metas
tases were said to have occurred. Six of these cases are some
what doubtful, leaving only two (besides the case here re
ported) in which metastases occurred in the cervical glands,
and only one other case in which they occurred in the brain.

DISCUSSION.

DR. RoBF;RT C. l\Ivu;;s, New York City: The question of
sarcoma of the nose and accessory sinuses is an interesting one
to me because of the optimistic feeling I have with regard to
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it. A few years ago I had two cases of sarcoma in the frontal
sinuses, and by a complete operation and removing the bone
extensively and all the periosteum, I was able to get a good
result. One of the cases had invaded the orbit. It is now
more than seven years, and neither of them has recurred.

Twelve to fifteen years ago I reported a case where the
whole of the nose was involved, in which everything was re
moved very deeply, and that has not recurred.

About two years ago I had a case of extensive carcinoma,
which first appeared to be sarcoma, involving the external wall
and ethmoid, in which everything was removed-the antrum
freely taken away with extensive removal of the periosteum.
That patient, to my surprise, has had no recurrence, and since
that time has developed remarkably physically and in every
way. So that I don't know what it is that causes such dread
of these cases. Personally, I think the good results must be
something more in relation to the periosteum than to the bone.
If that is thoroughly removed, even if you have to leave the
bone, as you do especially when one of the orbital plates is
involved, there is still a lot of hope. I think we ought not to
let these cases go on.. I remember the case of a woman who
had sarcoma of the septum, and for the reason that we did
not remove her septum to the cribriform plate, she died of
metastases in the brain. With that idea of conservatism we
did not remove the whole septum, and I think it was a mistake.

DR. J. PAYSON CLARK, Boston (closing the discussion): 0 f
course, we have all seen a great many cases of sarcoma which
have gotten well after thorough removal, but in this case of
mine I feel that there is no question but that the glands of
the neck and metastases in the brain had already occurred
before I operated. I am .led to that view from the fact that,
apart from the slight recurrence in the nose, there was nothing
to suggest the probability of extension of the growth. This
was not a direct extension of the growth to the brain, but the
growth was carried through the lymphatics.
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Brain Abscess From Chronic Suppuration of the Frontal Sinus.

By T. PASSMORE BERENS, M. D.,

NEW YORK.

In a previous communication the writer reported a case of
this affection, with a record of forty-nine other cases found in
the literature.

Since then six other cases have been recorded, and are here
with briefly narrated, to which the following is now added:

A male, aged thirty years, was operated on January 16, 1913,
under gas-ether anesthesia. Radical external frontal and sphe
noidal operation and opening of the antrum of Highmore
through the nasoantro wall. Slow convalescence.

In December, 1913, pus in the nose. Old wound reopened
through the nose and washed out. This had to be repeated
in July of the following year. In December of the next year
recurrence of discharge, and on January S, 1916, there was a
large swelling of the cicatrix in the right frontal region and
headache, and the old wound was opened under anesthesia.
Much pus flowed from the wound, and also from the antrum,
which was opened.

Granulations in the roof of the sinus hid a perforation which
led to a cavity two and one-eighth inches from the roof of the
sinus. This opening was gently enlarged, and a horse hair
drain placed therein.

Finally, a soft rubber drain was inserted, and the discharge
continued for five weeks. The wound was not allowed to heal
for some weeks thereafter.

Culture from brain showed streptococcus hemolyticus in
pure culture, and the same were found in blood culture in small
numbers the day after the operation.

Recovery complete except that there was still considerable
discharge of pus from the left nostril.

Operations on Tonsils and Adenoids in Diphtheria Carriers.

By THOMAS HUBBARD, M. D.,

TOLEDO.

Classification of diphtheria carriers: (1) Primary or healthy
carriers. (2) Secondary carriers.
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1. Have never had clinical diphtheria showing perfect im
munity toward the diphtheria bacilli found in nose and. throat.

2.. Includes persons who have had clinical diphtheria one or
more times, and in whose secretions diphtheria bacilli can be
found twenty-one days or more after last attack.

Local treatment is very unsatisfactory, as most of these
cases have enlarged tonsils and adenoids, and crypts cannot
be reached by antiseptic applications. Howeve'r, it should be
added that certain cases must be treated in this manner until
in 'condition for the radical surgical method, and occasionally
it will be successful.

Thorough tonsillectomy and adenoidectomy are proving very
efficient in cleani,ng up carriers.

In group one, operations-that is, tonsillectomy and ade
noidectomy-can be undertaken with confidence that the per
son is perfectly immune. In spite of the fact that false mem
branes appear in tonsillar fossie, these patients recover in ordi
nary period.

In group two it must be borne in mind that the immunity
is not dependable. Each case must be studied carefully. Im
munity test of Schick, made before the time of operation, will
aid decision.

In all of these cases exhibiting transient immunity the ques
tion of antitoxin naturally comes up. Anaphylaxis must be
taken into consideration, tests of sensitization, etc., and all pre
cautions taken in administration of serum at such intervals.

The physical condition, together with the skin reaction tests,
should decide whether or not the patient is in condition for
operation.

Case Report.-Secondary type. A carrier for several
months after second attack of diphtheria. Immunity very
transient. Recovery in one week after operation, even though
genuine diphtheritic pseudomembrane was extensive. No
diphtheria ba<;illi after ten days.

DISCUSSION.

DR. STANTON FRIBlJlJBRG (as guest-by request): This
problem of carriers was called to our attention several years
ago by the fact that we had patients who, on account of having
positive cultures in their throats, were compelled to remain
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in the hospital for weeks, sometimes fifty to sixty days. As
we only have a limited capacity (thirty to forty beds), this
was a serious problem, for here we had clinically well patients
occupying beds which we really needed. We experimented
along various medical lines without any particular effect in '
some of the cases, and it was then that Kale was brought out
in these cases. In spite of all the local treatment we found
that there were a number of cases that would not clear up,
but had to remain in the hospital forty or fifty days. In these
cases I would urge nasal cultures as well as pharyngeal, for
we frequently found that we had positive nasal cultures when
there were no positive pharyngeal cultures.

A certain class'of these cases will clear up under medicinal
treatment. We have tried out vaccins without any particular
effect. The feasibility of medical treatment in some of these
cases we can .illustrate in this way : We know that we find
the bacilli in the depths of the crypt, where it is impossible
to reach the condition. It is here also discovered in the epi
thelium, and that perhaps explains why we do not get any
effect from local applications of medicine.

As to those cases which involve the nasopharynx and the
nasal accessory sinuses, as Dr. Hubbard has mentioned, the
accessory sinus cases are ,the hardest ones to deal with. To'
illustrate the futility of the use of the staphylococcus spray,
I would cite a case in which we were deterred from using this
method-a case where meningitis followed its use.

In the case of a child between two and three years of age,
who had nasal discharge, a mixed infection, staphylococcus
unilateral with diphtheria bacilli constant, there were repeated
cultures which were always positive. The house physician
looked into the nose and found a shoe button there which was
keeping up the local infection, and upon removing the shoe
button it cleared up immediately.

We have had other cases where the culture removed re
mained positive in chronic rhinitis, which may possibly have
been some ethmoid involvement. There are a number of points
which might be brought out that are most interesting. One
condition which we ought to consider is the occurrence of the
postdiphtheritic paralyses. I do not know whether any work
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has been done in these cases or not. There was a question in
my mind as to whether or not the constant harboring by the
tonsil of toxins thrown out continually did not produce these
paralyses. It would be interesting to investigate peripheral
neuritis. I would like to do it if I get the cases, for I think
it would be an interesting fact to determine.

We have made it a practice to give medication a thorough
trial. We took the Shick skin reaction, operating only in six
cases in which the reaction was negative. We have not used
anything after operation. We have taken the nasal cultures
and other cultures afterwards, so that our results would not
be influenced by any application made to the throat. It is com
mon in large hospitals for cultures to be taken after an appli
cation is made to the throat, and in the event of securing three
negative results to let the patient go out. We determined to
eliminate that factor entirely. The results after operation
have not differed in any respect from those seen ordinarily.
I reported several months ago six cases in which we had re
moved the tonsils and adenoids, where the results were start
ling. The next day after operation, without any application
at all, the cases cleared. We took cultures for five days after·
wards, and each time they were negative, except in one case,
in which the nasal cultures remained positive.

The whole question is very important, and a simple refer
ence to the literature will show a gradual wave in the curve of
the amount of work contributed to the study of carriers in
recent years.

DR. ROBERT CLYDE LYNCH, New Orleans: My experience
in this direction covers twelve .or fourteen cases, and there
are a few points I would like to bring to your notice. First
of all, there are twenty or more varieties of pseudopathic
bacilli in which the microscopist appears almost unable to abso
lutely and faultlessly tell the difference between the true organ
ism and the pseudo variety. I think this is important, for
frequently we might be dealing with a pseudo variety.

The second point is in relation to a little matter of technic
in the administration of antitoxin in patients who have been
previously sensitized by the administration of horse serum.
The patient is given a small dose just above the ankle, and
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there is a constrictor ready for application above the knee;
three or four drops are injected just under the skin above the
ankle, and the constrictor ready. Sufficient time is allowed for
the development of the anaphylactic symptoms, and if they do
not develop in one-half to three-quarters of an hour, the in
jection can be made. If they should develop, the constrictor
is applied.

I would like to report a case of a medical student, who had
rather a'virulent attack of diphtheria, which yielded to twenty
thousand units of antitoxin. The patient gradually got well
and finally had two negative cultures, with a normal tempera
ture four days, and was ready for discharge. Suddenly there
was a rise of temperature to 99°, and the appearance on the
surface of the tonsil of acute follicular tonsillitis, which gave
a culture of probable diphtheria. This was fourteen days after
the first injection of antitoxin. vVe proceeded again to give
him 120,000 units, and he was discharged. Six weeks later
he came walking in on crutches, just able to get about, with
paralysis of the soft palate and extensor muscles of the ex
tremities, and suffering from constipation, which he had never
had. before. This man's cultures were taken and shown to be
positive from the tonsils. He was treated locally without any
result. Tonsillectomy was done, and in two weeks after the
tonsillectomy the paralysis entirely disappeared without fur
ther medication.

Another case in which tonsillectomy was performed for car
rier yielded nice results as far as the operation went. The
cultures remained positive-nasal as well as throat cultures.
We have taken cultures of both nostrils separately, and in this
case we determined the discharge was coming from the an
trum. We made a large opening into the anterior meatus and
irrigated the antrum with buttermilk. The use of buttermilk
has also cleared up some of the diphtheria carriers.

Another striking feature was that in nine out of the fourteen
cases in which we could determine the form of organism com
ing from one or both tonsils, when the tonsils were removed
we could not determine any organism in the tonsillar material.
Yet all the cases cleared up immediately after tonsillectomy,
and in none of these cases was the reformation of membrane
in any way different from the usual case of tonsillectomy.
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DR. ROBE;RT C. MYLES, New York City: This is a subject
which interests me in a practical way, because of the fact that
in many of the hospitals we frequently find children who have
chronic nasal trouble with bacilli, without any other evidence
of disease. The subject at hand would then be, what relation
would a child having diphtheria carriers, but without any other
evidence of diphtheria, bear to the other children in the home?
I have had some very difficult propositions to contend with at
times-'-sometimes the bacilli were found, and sometimes not,
with the Board of Health inquiring, and the child is absolutely
well and a perfect specimen of health at the time. I think this
is a matter of important consideration. Of course, it is a
purely local question, and our education of the Board' of
Health is one of the most important things in the matter.

DR. THOMAS HUBBARD, Toledo (closing the discussion):
All the study of the primary cases of carriers, without ever
having clinical evidence of the disease, is largely institutional
work, and to some extent also secondary cases. This latter
group, however, have some diphtheria and are still diphtheria
carriers. It is going to be put up to laryngologists to help
them out in this matter, and by another year I hope to have
records of many more cases and to arrive at definite conclu
SIOns.

Epithelioma of Posterior Pharyngeal Wall Cured With the
Electrocautery.

By DUNBAR Roy, M. D.,

ATLANTA.

Female, aged twenty-seven years, first seen July 29, 1913.
Previous and family history negative. Present history: For
last three months had suffered with a soreness and throbbing
in her throat. Had been treated continuously without result.
Exa'mination showed a rounded ulcer on the posterior ,pharyn
geal wall at center, one-half of which was hidden by the soft
palate; dirty grayish in appearance, with edges sharply defined;
about one-half inch in diameter, and extending as deep as the
superficial aponeurosis. A piece excised showed it to be an
epithelioma.
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Removal by means of the electrocautery point, well outside
of its edges. No reaction and no discomfort followed. Heal
ing perfect under one application. After three years there
are no signs of a return.

Unfortunately, clinical observers are too prone to classify
all malignant growths of the throat under the general term
cancer, without distinguishing between the different forms of
carcinoma and sarcoma. This statement is made because the
writer has found it almost impossible to correlate all cases
recorded, in that many of them were reported in the most
unexpecte"d places, and not under the heading-s where one
would expect to find them. 'As Morell McKen~zie and others
have pointed out, the disease is often so extensive when first
examined that it is impossible to tell its point of origin.

Textbooks are very vague in the discussion of this subject..
It has now been three years since the case here reported has
been healed, and there has been absolutely no signs of a recur
rence. The results obtained in one case, especially of the.
cancerous type, certainly do not justify any positive deduction,
but the writer believes that the thorough and judiCious use of
the electrocautery offers the best chance for a good result.

DISCUSSION.

DR. ]. SOLIS COHEN, Philadelphia: I have been very glad
to hear the paper by Dr. Roy, because it exemplifies the opinion
that epithelioma, taken early,' before there is any glandular
involvement, can be cured. The method which he adopted is
an excellent one. In the first place, he eliminated the growth,
and a certain portion of healthy tissue around it, with the
cautery. The heat of the cautery extended and cooked some
of the area around that growth, and entirely getting rid of the
growth, he of course had a normal return of tissue. He got
rid of the entire growth except as far as the scar tissue was
concerned.

Some time previous to the twenty years' investigation which
he spoke of, I very well remember a case in the clinic of the
Jefferson College Hospital. It was a case in which there was
a spontaneous cure of a growth similar to the one mentioned,
about the size of the end of the thumb. A portion was re-
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moved with forceps for examination, and in the interval wait
ing for the report the patient was allowed to go home. I
powdered the area and let him go; he was a carpenter. sixty
years of age. The man was instructed to return at the next
clinic, and when he did so he looked better, and nothing else
was done. The specimen was reported as epithelioma. I do
v.ot, however, attribute it to the powder, but have always looked
upon it as a case (such rare cases have occasionally been re
ported) of spontaneous retrogression of a pharyngeal epithe
lioma.

DR. CoRNELIUS G. COAKLEY, N ew York City: I think the
case of Dr. Roy is exceedingly interesting. It presents one
phase, however, to my mind, which is a little doubtful, and that
is, that I understood the patient was examined only in frozen
section. I think most pathologists will feel a little bit in doubt
as to their examination of a frozen section. ,

The next point is the unusual absence of glandular involve
ment in this area. I have never see!). a malignant process, even
fairly early, on the posterior pharyngeal wall, that did not have
the glands involved. It may have been some particular type of
cancer-some peculiar form, different from the average type
which we ordinarily see.

The next point is one which I think we ought to take up seri
ously, and that is the absence in the literature of records of
cases of involvement of the nose, throat, accessory sinuses,
pharynx and larynx. 'Within the last year I personally ran
across at least one dozen cases of malignant disease of rather
unusual'type-ethmoidal, maxillary, etc. I had one case re
cently involving the sphenoid and nasopharynx-whether pri
mary or secondary, I could not tell. Those cases are unre
corded in the literature, and I have no doubt that those of us
who are working in large clinics have numbers of these cases.
I think we should report all cases of malignancy seen during the
year and have them tabulated in some form for reference. It
is really surprising to note the relative frequency of these cases
as compared with the actual records.

DR. D. BRYSON DELAVAN, New York City: There is noth
ing so uncertain about the prognosis in a case of socalled epi
thelioma. I say "socalled," because we cannot get further in-
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formation histologically than the microscope is able. to give us.
When the microscopic examination is made and the findings re
ported, there our information ends. There are in the recollec
tion of most of us isolated case" which differ entirely in their
result from the average. For example, the solitary case upon
which Dr. Elsberg operated at different times for a dozen
years, and upon which Dr. Cohen operated twenty years after
its inception, in which the patient lived fifty years after the
first operation. That is a long while for a 'patient to survive
epithelioma.

In contrast to that which represents a type now and then
spoken of and recorded amongst thousands of others, I had a
case of epithelioma of the epiglottis which was discovered so
early that the growth was only about half the size of a split
pea, one-quarter of an inch in diameter, on the extreme margin
of the epiglottis. In that case one-third of the epiglottis was
thoroughly removed, as far down as possible, and the disease
apparently completely extirpated. After four or five years
there was another mass there-a perfectly normal healthy
condition-and then the patient redeveloped the disease, from
which he died after a comparatively short course.

Now, that case is instructive because it shows that if we
operate, as we suppose, far and wide out of the l~sion itself,
nevertheless structures in that neighborhood may have already
become involved after all, and with the lapse of time the in
volvement will appear and the disease go on, in spite of all
treatment, to the destruction of the patient. ,

We know about this subject and the number of such cases
that have been studied all over the world, and reference to the
poverty and misleading nature of the statistics is very timely.
I called your attention yesterday to the work of the Society for
the Prevention of Cancer. I wish now to bring that before
you again, and to urge as forcefully as I can the desirability
of carrying out the suggestion of the last speaker. As chair
man of that association, I can say that the association stands
ready to give all the aid it can to any institution which may
interest itself in the matter of statistics. Apparently, t1}is is
now the thing most needed. I hope this society will bear that
in mind. Each man here is a central influence in the place
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where he lives, as well as in the vicinity of that place, and I
hope each man here will do the best he can to help forward
this work for the study of cancer.

DR. DUNBAR Roy, Atlanta (closing the discussion): In
reply tf> Dr. Coakley, there was a frozen section made for diag
nosis, and later on this was confirmed. The case was oper
ated upon, however, under the diagnosis of the frozen section.

I have nothing further to add, except the fact that anyone
who has had any of these cases and tried to look up the litera
ture, will know what an awful burden it is. It is almost im
possible to get anything whatever. vVith the majority of writ
ers "cancer" seems to be a general term, used to cover every
thing; one gets into a labyrinth of cases from which nothing
can be made out. The words of Dr. Delavan are very timely,
indeed. We certainly ought to be a little more scientific and
get every case recorded as far as. possible, as from its point of
origin. .

Extensive Cholesteatoma Following the Luc·Caldwell and Killian
Operations, Simulating Sarcoma. Case ~eport.

By VIRGINIUS DABNEY, M. D.,

\VASHINGTON, D. C.

Man, forty-two years of age, gave no subjective symptoms
of his grave condition other than nasal stoppage. Exophthal
mos marked, deviation of septum complete, polyps in middle
strait. Acute exacerbation three days later. Luc-Caldwell
operation and extensive exenteration of ethmoid bone, with
subsidence of symptoms. Five days after this, symptoms re
turned, and Killian operation done, with perfect functional
and cosmetic results. Eleven days later abscess in cheek
formed and was evacuated by incision below and parallel to
the lower eyelid. Great distension of cheek, frequent spon
taneous hemorrhages, convincing radiographs and wooden-like
hardness of mass -in cheek suggested sarCDma. Two months
later, operation revealed immense collection of true cholestea
toma; odor overpowering; all bone above, below and on each
side of mass eroded and totally destroyed, including floor and
inner wall of orbit, two-thirds of malar bone and all of outer
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wall of antrum. Present condition of patient, marked asthenia;
death only matter of short time. Syphilis, tuberculosis, malig
nancy, all excluded by proper methods.

DISCUSSION.

DR. OSCAR A. McKIMMIE, Washington: I had the privilege
of seeing this case a number of times with Dr. Dabney before
operation, and of being present and helping him with the oper
ation which he has detailed. He has given a very complete
report of the condition as it existed, and there is very little I
can add about the case except to explain that the condition
might very readily have given rise to a misleading interpreta
tion of the X-ray plate. The superior process of the bone was
the thickest bone I have ever seen in living subject or in dead.
One portion of it was at least one-half inch thick, solid and
ivory-like in character,· and these cells in the ethmoid which
Dr. Dabney has referred to, I have never seen in a living or
dead subject. They were very hard and extremely thick, and
this explains very readily why at the operation it was impossi
ble to get away all the cells.. At the secondary operation it
was shown to be a very dense bone, either an anomaly of
development, or the result of chronic inflammation.

The question of the origin of the cholesteatoma is an inter
esting one. There is no question as to the character of the
mass, because all its clinical appearances and the laboratory
findings proved it to be cholesteatoma. The' mass taken
out at the secondary operation, I should say was as much as
one could hold in the hand. The swelling from the malar bone
to the bridge of the nose was a perfect straight line, and the
odor was something that I have never experienced in an oper
ating room before. My own impression is that this secondary
infection, of whatever type it was, which was associated with
this sinus, was probably the starting point of the cholesteatoma
formation.

DR. JOSEPH H. BRyAN, Washington: I have seen one or
two instances ,where there was ivory hardness of a white, pre
viously soft mass, where we found suppurative conditions of
long standing. It probably was an osteitis which eventually
produced this cholesteatoma mass.
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DR. VIRGINIUS DABNEY, Washington (closing the discus
sion): I did not go into details about how I arrived at the con
clusion, except that it was examined under the microscope by
a pathologist. Cholesterin crystals were found, and this would
confirm the diagnosis. I think Dr. McKimmie's theory is a
very tenable one. The hole was right here, and we never made
it heal; nothing would make it heal; it is open now.

 at CARLETON UNIV on June 30, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/

